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ABSTRACT 
  
It is estimated that about 10 million children and adolescents worldwide, annually suffer 
from psychiatric disorders.  They often require hospital treatment because they are not 
coping with their psychiatric condition at home or there is a lack of supervision.  Suicide 
amongst adolescents who are experiencing a crisis is a bleak reality.  In-patient treatment 
provides the necessary structure and supervision in order to secure a stable environment 
which is vital for treating adolescents.  Treatment usually includes a therapeutic programme 
provided by members of the multi-professional team.  Since there is at present no 
adolescent in-patient treatment facility in the Nelson Mandela Bay to provide psychiatric 
care to adolescents who are experiencing a mental problem, these patients are admitted to 
psychiatric hospitals which cater only for the needs of adult patients or they are referred to 
facilities in other provinces. 
 
The goals and objectives of this study are firstly, to explore and describe the perceptions of 
mental health professionals working in psychiatric hospitals regarding what should be 
included in a therapeutic programme for adolescents and secondly, to develop guidelines 
for treating adolescents that can be implemented in psychiatric hospitals in the Nelson 
Mandela Bay. 
 
The study followed a qualitative, exploratory, descriptive, contextual design.  The research 
population included various professionals who provide services at psychiatric hospitals in 
the Nelson Mandela Bay.  Purposive sampling was utilized.  Semi-structured interviews were 
conducted to collect information-rich data and field notes were kept.  The interviews were 
transcribed and Tesch’s eight steps of data analysis were followed to create meaning from 
the data collected.  Themes were identified and grouped together to form new categories.  
An independent coder assisted with the coding process to ensure the trustworthiness of the 
findings. 
 
iii 
 
Literature was reviewed in order to identify research that was done previously regarding 
adolescent psychiatric in-patient programmes in order to bridge the gaps that were 
identified.  The researcher ensured the validity of the study by conforming to Lincoln and 
Guba’s model of trustworthiness which consists of the following four constructs, namely, 
credibility, transferability, dependability and confirmability. 
 
The researcher ensured that the study was conducted in an ethical manner by adhering to 
ethical principles such as beneficence, justice and fidelity. 
 
KEY WORDS 
Adolescent, Therapeutic programme, In-patient, Multi-professional team, Mental health 
needs  
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CHAPTER 1 
OVERVIEW OF THE STUDY 
1.1 INTRODUCTION 
At present there are two psychiatric hospitals in the Nelson Mandela Bay.  However, there is 
no adolescent in-patient treatment facility in the Nelson Mandela Bay providing psychiatric 
treatment for adolescents who are experiencing a mental health-related crisis.  Adolescents 
are sometimes admitted to either of the psychiatric hospitals despite there being no specific 
treatment programme for them.  The institutions being studied treat adult patients only.  
The result is that when adolescents are admitted to these institutions, they cannot be 
included in the adult therapy programmes as the programmes do not make provision for the 
specific needs of adolescents. 
  
The goals and objectives of this study were firstly to explore and describe the perceptions of 
professionals who worked in psychiatric hospitals and who could constitute members of a 
multi-professional team working in a psychiatric hospital. They were interviewed regarding 
the content that should be included in a therapeutic programme for adolescents. Secondly, 
their perceptions were used to develop guidelines for a therapeutic programme for 
adolescents that could be implemented in a psychiatric hospital in the Nelson Mandela Bay. 
 
The study followed a qualitative, exploratory, descriptive design.  The research population 
included various professionals who provide services at psychiatric hospitals in the Nelson 
Mandela Bay.  Semi-structured interviews were conducted to collect information rich in 
data and field notes were used to augment the data that was collected. 
  
 
1.2 LITERATURE STUDY  
According to Sadock and Sadock (2007:1315-1316) it is estimated that about 10 million 
children and adolescents worldwide are affected by psychiatric disorders.  In the United 
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States alone, 20,000 children and adolescents are currently in need of in-hospital treatment 
because they are suffering from existing mental disorders.  In-hospital treatment is often 
indicated to treat adolescents who are not coping with their psychiatric condition at home 
or if there is a lack of adult supervision.  Adolescent patients are often from families where 
there are serious psychiatric or parenting problems.  The in-patient setting should provide 
structure and supervision in order to secure a stable environment which is necessary to 
treat adolescents who cannot be cared for in their homes.  However, it should also make 
provision for interventions or therapy (Sadock & Sadock, 2007:1315-1316). 
 
Adolescents are commonly admitted to psychiatric hospitals to treat psychiatric conditions 
such as substance abuse, schizophrenia and other psychotic conditions.  Disorders such as 
bi-polar disorder, major depression, phobic anxiety disorders, obsessive-compulsive 
disorders, adjustment disorders, acute stress disorders, somatoform disorders, eating 
disorders, gender identity disorders and conduct disorders are the most common conditions 
diagnosed amongst adolescents.  These disorders usually have their onset in childhood and 
adolescence (Lesinskiene, Ranceva, Vitkute-Maigiene, Stacevic, Mitrauskas & Cincikiene, 
2008:250).  
 
A study done by Hintikka, Marttunen, Pelkonen, Laukkanen, Viinamӓki and Lehtonen 
(2006:58-70) indicates that it can be a challenge to treat suicidal adolescents as they are 
often unwilling to continue with their treatment.  Suicidal thoughts and attempted suicides 
are common amongst adolescent in-patients.  Suicides account for the second leading cause 
of deaths amongst adolescents in western countries (Sadock & Sadock, 2007:1329).  
Adolescents who are at risk include those who had made a previous suicide attempt, those 
with a family history of suicide, those with family or financial problems and those suffering 
from a serious psychiatric condition.  An adolescent who attempted suicide with high 
lethality or has no family support should ideally be admitted to a psychiatric hospital for 
treatment as they are seen as high-risk patients.  The average age of attempted suicide in 
adolescents in western countries where sufficient records are kept, is 15.4 years and, 
according to Sadock and Sadock (2007:1329) more girls than boys attempt suicide.  Suicidal 
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adolescents often have a negative body image, suffer feelings of hopelessness and have 
poor coping strategies (Sadock & Sadock, 2007:1329). 
 
The admission age of adolescents suffering from mental health problems differs from 
country to country (Garrick & Ewashen, 2001:166).  In Finland the admission age is 13-17 
years (Ellilӓ, Valimӓki, Warne & Sourander, 2007:583-596).  Patients who are 17 years old 
and younger are admitted to United States community hospitals for psychiatric intervention 
(Case, Olfson, Marcus & Siegel, 2007:89-96).  Intensive in-patient care is provided for 
children and adolescents from the ages 14-17 years in the State of Florida, USA (Kaltiala-
Heino, 2004:53-59).  The average age of admission for adolescent patients to psychiatric 
hospitals in England and Wales ranges between 12 and 18 years (O’Herlihy, Worral & Lelliot, 
2003:547-551).  Information regarding the admission age of adolescents to state psychiatric 
hospitals in South Africa is not readily available.  The admission age of adolescents who are 
admitted to the Adolescent and Young Adult Programme at Kenilworth Clinic, which is a 
private institution based in Cape Town, is 14 to 21 years (Kaya Treatment Centre for 
Adolescents and Young Adults, 2011).  Crescent Clinic, which is another private psychiatric 
clinic, based in Johannesburg, admits adolescents between the ages of 16 and 18 years into 
their Young Adults Programme (Crescent Clinic The Young Adults Programme, 2011).  The 
following paragraphs discuss the problems of substance abuse and the mental health 
problems related to substance abuse. 
  
Many adolescents experiment with psychoactive substances and alcohol; but not all of them 
become regular drug abusers.  Regular substance abuse is often a co-morbid condition to 
other psychiatric conditions such as depression or schizophrenia in which the adolescent 
tries to self-medicate (Liddle, Rowe, Gonzales, Henderson, Dakof & Greenbaum, 2006:102-
112).  Drugs commonly abused by adolescents include alcohol, nicotine, cannabis, cocaine, 
opioids and heroin (Sadock & Sadock, 2007:41-42).  In South Africa the abuse of “Tik” 
(methamphetamine) is a serious problem amongst youngsters.  According to Liddle et al. 
(2006:102-112) evidence-based therapies should be implemented in order to treat young 
addicts successfully.  They propose that treatment should be intensive, clinic-based and 
facilitated by members of a multi-professional team.  The drug abuse programme should 
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include individual-, group-, recreational- and occupational therapy, as well as family 
therapy. 
 
Liddle et al. (2006:102-112) state that 51% of the adolescents that took part in their 
substance abuse study also met the criteria for conduct disorder.  Adolescents who present 
with conduct disorder often do not hide their antisocial behaviour and are constantly at 
loggerheads with their parents, friends, family members and the school system.  It is not 
unusual for them to break the law and blame others for their actions.  They are often 
hostile, physically and verbally abusive; and they steal, cheat and tell lies.  Adolescents with 
conduct disorder often lack communication skills and do not know how to solve problems.  
This could lead to poor school performance and often these adolescents drop out of school 
and become delinquent.  These adolescents often hail from abusive families and do not take 
kindly to any corrective measures (Sadock & Sadock, 2007:1220-1221). 
 
Sadock and Sadock (2007:1223-1224) suggest that a multimodal treatment programme 
should be followed to treat conduct disorder.  This programme could include behavioural 
interventions which reward positive social behaviour.  It could also include family therapy, 
life skills training and pharmacological interventions.  The therapy and family environment 
should provide consistent rules and in-patient treatment might be beneficial. 
 
According to Kaltiala-Heino (2004:53-59) who conducted a study in Finland, there has been 
an increase in involuntary admissions of adolescents to psychiatric hospitals because 
conditions which were previously left untreated, are now being addressed.  An increase in 
psycho-social problems seems to be contributing to the increase in admissions.  Gearing and 
Mian (2005:106-113) are of the opinion that in-patient psychiatric treatment is essential to 
treat and stabilize certain psychiatric conditions from which adolescents are suffering in 
order to prevent loss of productivity. Their study indicates that in-patient treatment 
programmes could assist adolescents with psychiatric disorders to become more compliant 
with their treatment regime.  This could lead to a reduction in the re-admission rate, which 
they describe as a “revolving door”. Balkin and Roland (2007:64-72) suggest that 
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adolescents should learn certain skills during an in-patient programme to prevent them 
from slipping back to previous risk-taking behaviour once they are discharged.  
 
In another study done by Green, Kroll, Imrie, Frances, Begum, Harrison and Anson 
(2001:325-332) on the health gain and outcome predictors during in-patient and related day 
treatment in child and adolescent psychiatry, the significance of in-patient treatment 
programmes for adolescents is commended.  The authors are of the opinion that 
programmes that include a variety of treatment approaches, ranging from individual to 
group therapy, could improve the mental health of adolescents.  This view is mirrored by 
Ellilӓ et al. (2007:583-596) in their study on the ideology of nursing care in child psychiatric 
in-patient care.  Ellilӓ et al. (2007:583-596) state that the provision of mental health care for 
children and adolescents in Europe is of prime importance to the European Union.  The 
adolescents are seen as a vulnerable patient group with very special needs.  Children and 
adolescents normally do not seek help for psychiatric disorders and they rely on their 
parents and guardians to act in their best interests.  According to a study done by Kaltiala-
Heino (2004:53-59) children and adolescents could become victims of paternalistic powers; 
but interestingly enough, the author is of the opinion that, owing to their age, minors need 
a paternalistic approach to their mental health care. 
 
Ellilӓ, Sourander, Valimӓki and Piha (2005:209-214) as well as Gearing and Mian (2005:106-
113) suggest that children and adolescents cannot be treated according to the same 
principles and protocols that govern adult psychiatric in-patient programmes.  The needs of 
children and adolescents differ from adults and require a different approach, for instance, 
adolescents need more support and guidance in the ward than adult patients.  In-patient 
therapy programmes should be designed with the age, emotional, social and developmental 
level of adolescents in mind (Sadock & Sadock, 2007:1306).  In Finland (Ellilӓ et al. 2007:583-
585), the introduction of the Finnish Mental Health Act No. 1116 of 1990 led to the 
improvement of in-patient treatment programmes for adolescents.  Adolescents under the 
age of 18 years are now treated separately from adults, in psychiatric wards or hospitals 
specially designed for their needs (Ellilӓ et al. 2007:583-585). 
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Managed health care was introduced in the late 1980’s as an attempt to curb escalating 
medical costs incurred by clients of medical aids in the “fee-for-service” industry whilst still 
providing quality health care. Managed health care was also introduced in mental health in 
many developed countries to curb escalating medical costs whilst still providing quality 
mental healthcare.  Such care aimed for a reduction in the length of time for hospitalization.  
The length of stay implies that the shorter in-patient treatment period should be more 
intense in order to stabilize the patient before discharge (Kneisl & Trigoboff, 2009:236,240-
241).   
 
Today the average length of stay of an adolescent in a psychiatric in-patient unit differs 
greatly compared to the era before managed care.  It has changed during the past decade 
from about four weeks during which the patient’s condition was stabilized and he/she was 
taught interpersonal skills, to one week of acute care, during which only the patient’s 
mental condition can be stabilized.  This paradigm shift in the duration of stay has led to 
many re-admissions to psychiatric hospitals, possibly because one week of in-patient 
therapy is not adequate to stabilize the adolescent with serious mental health problems as 
well as to prepare the patient to return to the community (Balkin & Roland, 2007:64-72). 
 
Lesinskiene et al. (2008:247-250) proposes that satisfactory patient service delivery can only 
take place if it is backed up by competent administrative personnel, as well as suitably 
qualified therapists.  Adequate funding should be available and units and hospitals that 
provide adolescent in-patient therapy programmes should have policies and guidelines in 
place that regulate operations in order to ensure that good quality service is rendered.  To 
ensure that service delivery is always of the highest standard, professional training and 
development of therapists should be provided.  According to Green et al. (2001:325-332) 
the members that make up a multi-professional team in the average Finnish adolescent in-
patient programme are psychiatric nurses, practical psychiatric nurses, child psychiatrists or 
adolescent psychiatrists, residents, psychologists, social workers, occupational therapists, 
craft leaders and youth workers.  
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In Europe, psychiatric nurses form the backbone of mental healthcare delivery to adolescent 
patients (Ellilӓ et al., 2007:583).  Staff members who form part of a multi-professional team 
will often have multiple roles in relation to the adolescent patients, for example, a 
psychiatric nurse might be simultaneously the primary caregiver of a patient, as well as 
his/her therapist (Green et al., 2001:325-332 and Sterling & Weisner, 2006:15). 
 
The content of adolescent in-patient therapy programmes which is highly individualized, can 
range from family-orientated therapy, individual psychotherapy, group psychotherapy, 
education groups, special hospital school programmes, art therapy, music therapy, dance 
therapy, relaxation therapy to milieu-centred care (Green et al., 2001:325-332; Mӧhlen, 
Parzer, Resch & Brunner, 2005:81 and Weber, 2009:2-6). 
 
According to Green et al. (2001:325-332) research in child and adolescent psychiatric in-
patient therapy programmes is still in the early stages of development and not much 
research has been done as yet.  Adult programmes cannot be modified to suit the specific 
needs of adolescents as they need a different approach.  Research pertaining to adolescent 
programmes in South Africa is limited (Ackerman & Le Roux, 2003:60-94).  
 
1.3 PROBLEM STATEMENT  
From time to time, adolescents are admitted for crisis intervention to one of the psychiatric 
hospitals as there are no other institutions in the Nelson Mandela Bay that cater for their 
specific needs.  In the one hospital adolescents are placed in a secluded unit (not a lock-up 
ward) away from the adult patients, according to the hospital’s policy.  A carer supervises 
them for 24 hours per day and sees to their basic needs such as hygiene and nutrition.  The 
professional nurses administer any psychotropic treatment prescribed by the psychiatrist. 
They monitor and record the patient’s progress twice daily.  Adolescents are seen by their 
psychiatrists when they do their ward rounds.  However, during these consultations with 
the adolescents no other form of treatment is given to the adolescents.  
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According to this hospital’s policy, adolescents may not interact freely with adult patients in 
order to protect them from potential emotional and or physical harm.  These adolescents 
thus remain in the secluded unit which consists of a ward, bathroom and patio area with a 
small garden for the duration of their stay.  They only attend Arts and Crafts sessions some 
afternoons when a staff member has a moment free to accompany them.  Staff members 
who may have time available to do various types of therapy like individual or group sessions 
with the adolescents, are unsure of what should be included in the therapy programme and 
who should be responsible for conducting the therapy. 
 
To illustrate the above, the following hypothetical example is presented: an 18-year-old 
adolescent girl in grade 12 was admitted to the psychiatric hospital due to the stress she 
experienced caused by family problems.  During hospitalization she discovered that she was 
pregnant, which added to the stress that she was already experiencing.  She spent the 
whole week of her admission in the secluded unit, only attending ‘Arts and Crafts’ 
occasionally.  She said that she felt bored, lonely, worried and anxious whilst being cooped 
up in the secluded ward.  She was grateful to be away from home because she described 
the situation at home as “very tense”.  However, she commented that being alone with her 
thoughts for most of the day was very difficult and expressed that she would have liked to 
have spent time with people of her own age and talked about her issues.  She went home 
without receiving counselling related to coping with the family crisis, her symptoms or the 
unplanned pregnancy because there was no programme in place for adolescents.  
  
The other psychiatric hospital also admits adolescents who are experiencing a crisis; but 
most of the patients suffer from drug-induced psychosis and exhibit psychotic symptoms.  
There is no specific in-patient therapeutic programme for adolescents who are admitted at 
psychiatric hospitals in the Nelson Mandela Bay (Eastern Cape Government Mental Health 
Hospital Services: 2011).  There is also no information available regarding the perceptions of 
the members of the multi-professional team of what the content of an in-patient 
therapeutic programme for adolescent patients should entail.  There is clearly a need for the 
development of a guideline for such a programme, based on the views of the multi-
professional team members (Sadock & Sadock, 2007:1314-1316).  
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Mental health professionals will be asked to provide information regarding the content of a 
therapeutic programme because adolescents are not aware of what therapeutic 
interventions they need or what is available.  It is illustrated in the example mentioned 
earlier, of the pregnant teenager who stated that she “just” needed a person of her own age 
to talk to in order to be helped. 
 
1.4 RESEARCH QUESTION 
The following question arose from the above-mentioned problem:  
 
• What are the perceptions of mental health professionals working in psychiatric 
hospitals regarding the content that should be included in a therapeutic programme 
for adolescents? 
 
1.5 RESEARCH OBJECTIVES  
The objectives of this study are: 
 
• to explore and describe the perceptions of mental health professionals working in  
psychiatric hospitals regarding the content that should be included in a therapeutic 
programme for adolescents and; 
 
• to develop guidelines for a therapeutic programme for adolescents that could be 
implemented in psychiatric hospitals in the Nelson Mandela Bay. 
 
1.6 CONCEPT CLARIFICATION  
For the purpose of this study, the following concepts will be defined as follows: 
 
• Adolescent:  a person between the ages of 12 and 19 years who is undergoing a 
transitional period from childhood to adulthood, characterized by an increase in physical 
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and psychosocial development (Kneisl & Trigoboff, 2009:726 and Sadock & Sadock, 
2007:36). 
 
• Therapeutic programme:  includes various organised activities that a group of patients 
with similar mental health problems can join in order to learn skills, solve problems and 
improve mental health (Schultz & Videbeck, 2009:382). 
 
• In-patient:  a person who is receiving treatment whilst residing in a hospital for the 
duration of the treatment (Kneisl & Trigoboff, 2009:726).  
 
• Multi-professional team:  refers to a group of professional healthcare workers in a 
psychiatric hospital, and from various disciplines, who are jointly responsible for 
providing comprehensive patient care.  In South Africa this team usually includes 
psychiatric nurses, psychiatrists, psychologists, occupational therapists and social 
workers (Schultz & Videbeck, 2009:381). 
 
• Mental health needs:  needs or symptoms experienced by an adolescent who requires 
an intervention in order to promote mental well-being and to prevent or diminish 
mental disorders (Sadock & Sadock, 2007:12).  
 
• Psychiatric hospital:  it could be an independent hospital that is privately owned or a 
hospital which forms part of a private hospital group or a state hospital where patients, 
their medical aids or the government pay for health services rendered.  A psychiatric 
hospital in this study provides treatment for persons with acute mental illnesses who 
often require crisis intervention (Sadock & Sadock, 2007:9). 
 
 
 
1.7 RESEARCH DESIGN 
The proposed study will follow a qualitative, exploratory, descriptive and contextual design 
in order to gather in-depth, information rich data from the participants (Creswell, 2009:4; 
Babbie, 2007:88-89 and Mouton, 2001:194).  The purpose of qualitative research is to 
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discover new information and to make sense of the newly acquired information (Creswell, 
2009:232; Mack, Woodsong, MacQueen, Guest & Namely, 2005:1-4 and Brink, 2006:113).  A 
qualitative approach will be used to determine the perceptions of mental healthcare 
professionals working at psychiatric hospitals regarding the content that should be included 
in an adolescent in-patient therapy programme in order to develop guidelines for such a 
programme. 
 
The purpose of exploration is to examine a topic from various angles in order to become 
familiar with the content.  Exploration is particularly valuable when little is known about the 
topic or not much research has been done on the topic (Burns & Grove, 2009:359-10,700 
and Babbie & Mouton, 2001:79-80).  The study will be exploratory in nature because it will 
be essential for the researcher to discover what the content of a therapeutic programme for 
adolescents should consist of, based on the perceptions of the participants.   
 
A descriptive study intends to search for additional information pertaining to a particular 
topic of study (Babbie & Mouton, 2001:81; Burns & Grove, 2009:237,696 and Brink, 
2006:201).  This study will be descriptive because the perceptions regarding the content of 
an in-patient therapy programme for adolescents of the members of the multi-professional 
teams working at psychiatric hospitals in the Nelson Mandela Bay, will be portrayed. 
 
Contextual studies aim to portray events as they occur in their natural environment (Babbie 
& Mouton, 2001:272 and LoBiondo-Wood & Haber, 2010:576).  The study will be contextual 
in design because the main aim of this study will be to provide an elaborate, dense 
description of the perceptions of mental healthcare professionals with regard to the content 
that should be included in an in-patient therapy programme for adolescents who are 
experiencing mental health problems based on their experiences of caring for adolescents in 
psychiatric hospitals in the Nelson Mandela Bay. 
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1.8 METHODOLOGY 
The research methodology will now be discussed, focussing on the research population, 
sampling methods, data collection, interviewing, literature control, role of the researcher in 
the project, method of data analysis and data-managing skills. 
 
1.8.1   Research population 
According to Babbie (2007:190) “A study population is that aggregation of elements from 
which the sample is actually selected”.  The research population refers to the individuals 
who meet the sampling criteria of the study (Burns & Grove, 2009:343-344).  The research 
population of this study will comprise the professionals who could potentially constitute a 
multi-professional team. Multi-professional teams, in a psychiatric hospital, on the whole, 
consist of the following professionals: professional psychiatric nurses, psychiatrists, 
psychologists, social workers and occupational therapists (Schultz & Videbeck, 2009:381).  
The research population for this study will be described in more detail in chapter two. 
 
1.8.2   Sampling methods 
Sampling is the process of determining which people or elements are representative of the 
study population and should be included in the study (Burns & Grove, 2009:343,349).  
Purposive sampling is an example of non-probability sampling meaning that the researcher 
uses her judgment in order to select the participants from the research population.  Each 
member of the research population does not have an equal chance of being chosen.  The 
participants who are selected are particularly knowledgeable about the study subject (Burns 
& Grove, 2009:355 and Walsh, 2001:46). 
 
• Inclusion criteria:  
Purposive sampling will be utilized in this study in order to select which mental healthcare 
professionals to include in the study.  In purposive sampling, participants should have 
specific characteristics that make them particularly representative of the qualities of the 
group that they represent (Walsh, 2001:46).  In this case the group refers to mental 
healthcare professionals who work in psychiatric hospitals (Schultz & Videbeck, 2009:381).  
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In South Africa the professionals who are usually part of a multi-professional team in a 
psychiatric hospital include psychiatrists, psychologists, psychiatric nurses, occupational 
therapists and social workers.  In other parts of the world, various other members are part 
of the multi-professional team that are not part of the typical multi-professional team in 
South Africa, such as art therapists, recreation therapists and school teachers (Grossoehme 
& Gerbetz, 2004:590-592).  The researcher will thus only select professionals who will be 
representative of the South African context and will endeavour to include representation of 
each profession who usually provide services at psychiatric hospitals so that one profession 
is not more represented compared to another professions.    
 
For the purpose of this study all participants should be registered with a professional body 
and should have a minimum of two years’ experience in their profession.  Only psychiatrists 
and psychologists who refer adolescent patients for admission to the psychiatric hospitals or 
professionals, who are employed by the hospitals, will be included. 
 
1.8.3   Data collection 
Data collection refers to the process whereby information is collected in order to achieve 
the aims of the study (Burns & Grove, 2009:695 and de Vos, Strydom, Fouche & Delport 
2011:333).  The research study took place at psychiatric hospitals in the Nelson Mandela Bay 
to which professionals refer adolescent patients or where mental healthcare professionals 
are employed.  After gaining the necessary permission to conduct the study from the 
hospitals, health care organizations and the Health Faculty Research Technology and 
Innovation Committee from the Nelson Mandela Metropolitan University and the purposive 
sample was determined, the researcher approached the participants personally, informing 
them about the purpose and methodology of the study and asked them if they were willing 
to participate.  They thus participated voluntarily and were able to give informed consent.  
Once the participants had agreed to participate, the researcher confirmed it formally in 
writing with them.  Appointments were made for individual interviews at times and venues 
most convenient to the participants.  
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• Interviewing:   
Interviewing is a method of collecting data whereby one person poses questions 
(interviewer) to another (participant) who will supply information pertaining to the study.  
The researcher should be able to reflect critically on what was said during the interview in 
order to gain an understanding of the participant’s perceptions (Babbie, 2007:6 and Burns & 
Grove, 2009:404,705). 
 
 The semi-structured interview is a flexible method which can be used to gather data rich in 
information during which an interview schedule is used with a limited number of questions 
(Burns & Grove, 2009:404,705; Greeff, 2011:342-343, 347-353 and Mouton, 2001:108).  
Interviewing was the main data-gathering method used in this study.  The researcher made 
use of semi-structured interviews in order to collect meaningful data. 
 
The main question asked during the interview:  
“Tell me what you think should be included in an adolescent in-patient programme in a 
psychiatric hospital?”  
 
Follow up questions were asked to clarify answers to the main question:  
 
• Which members of the multi-professional team should be involved and what could 
each team member contribute? 
 
• Which activities would you include? 
 
Each interviewee was assured that confidentiality would be maintained at all times.  Their 
permission was obtained in order to record the interviews on a digital recorder.  Participants 
were free to withdraw from the study at any time (Greeff, 2011:350-351).  
  
Data saturation is achieved when further interviewing fails to present additional information 
and merely replicates the data that was collected already (Burns & Grove, 2009:361,521).  
The number of interviews that were conducted depended on how soon data saturation 
14 
 
occurred.  All interviews were transcribed soon after the interviews took place (Burns & 
Grove, 2009:361,521). 
 
• Observations and field notes:  
The researcher recorded her observations during the research process because it was not 
always possible to remember important information long after the interviews took place.  
Field notes were widely used by researchers for this purpose (Polit & Beck, 2008:405-407). 
 
Descriptive field notes contain objective information regarding the observations made by 
the researcher during the interview while reflective field notes portray the researcher’s 
opinions and thoughts regarding the interview that was conducted and should be written in 
a quiet place soon after the interview (Polit & Beck, 2008:405-407).  Methodological notes 
could assist the researcher to analyse his/her interviewing skills in order to identify possible 
aspects that need improvement (Polit & Beck, 2008:405-407).  Theoretical notes play an 
important part in helping the researcher to make sense of the data that was gathered (Polit 
& Beck, 2008:405-407).  There is also a place for personal notes in the research process 
which allow the researcher to reflect on his/her feelings pertaining to what is being 
observed during research (Greeff, 2011:342-343, 347-349, 451-352 and Polit & Beck, 
2008:405-407).  The researcher kept extensive field notes of the interviews with the mental 
healthcare professionals working at the psychiatric hospitals. 
 
1.8.4   Data analysis 
The researcher started analysing the interviews whilst still participating in the data-
gathering process.  Each recorded interview was transcribed verbatim by the researcher at 
the end of each session.  The data-base that will be analysed consists of transcribed 
interviews as well as field notes.  Tesch’s eight steps of data analysis were followed (Tesch 
1990, as cited in Creswell, 2003:192-193) in order to create structure and meaning of data 
that was collected.  In implementing this method, the researcher read through all the 
transcripts to gain an awareness of the bigger picture.  The researcher proceeded to gain an 
in-depth understanding of the content of each transcript by listing all the themes that arose.  
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The themes were coded and grouped together in order to form new categories.  This 
enabled the researcher to describe the participants’ perceptions about the content of 
programmes for adolescents who had psychiatric problems.  The researcher also employed 
the services of an independent coder to assist her with the coding process. 
 
1.8.5   Literature control 
Firstly, the purpose of a literature review is to introduce the problem that needs 
researching. Secondly, it helps determine what research was done in the past regarding a 
particular topic, what instruments were used and how information was conceptualised.  By 
understanding the underlying assumptions made by previous researchers, it paves the way 
for the researcher to move forward with a new study.  A literature control entails 
researchers comparing their own findings with those of published findings (Delport, Fouche 
& Schurink, 2011:298-299 and Polit & Beck, 2008:106).  The researcher tried to build on the 
knowledge that were identified in previous studies by building on the knowledge of previous 
researchers; so when she was interpreting the findings of the study, the literature served as 
a form of control by correlating it to previous findings of similar studies.  
 
1.8.6   Pilot study 
Before starting with the actual interviews a pilot study was done in order to eliminate any 
shortcomings pertaining to the planned methodology.  The pilot interview could be 
described as a “dress rehearsal” for the main interviews which would be conducted in the 
same way, using the same questions.  The aim of a pilot study in qualitative research is to 
determine whether the questions in the interview schedule and the interviewing skills will 
enable the researcher to gather the required data (Delport et al., 2011: 298-299 and de Vos 
et al., 2011: 384-385, 499-500).  
 
One participant who met the inclusion criteria was selected and interviewed by the 
researcher.  The pilot interview was recorded and transcribed in order to search for themes 
that could arise.  The research supervisors received a copy of the transcribed interviews in 
order for them to comment on the quality of the interview as well as the interviewing skills 
of the interviewer.  The research question and interviewing technique were successful; 
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therefore the pilot interview was added to the data-base and the researcher commenced 
data collection. 
 
1.8.7   Ensuring rigour (trustworthiness) of the study  
Rigour could be seen as the foundation of a qualitative study because it ensures that 
empirical data that is believable will be collected so that other researchers are able to 
confirm the validity of the findings.  The researcher should ensure that the methods that are 
used will convince the readers of the trustworthiness of the study (Babbie, 2007:146-147).  
 
The researcher attempted to ensure the validity of the study by conforming to Lincoln and 
Guba’s model of trustworthiness (Lincoln & Guba 1999, as cited in Schurink, Fouche & de 
Vos 2011:419-421) which consists of the following four constructs, namely, credibility, 
transferability, dependability and conformability. 
   
1.9 DEVELOPMENT OF GUIDELINES 
After completion of this data collection and analysis, guidelines for the development of an 
in-patient therapeutic programme for adolescent patients who are experiencing mental 
health problems will be developed.  The guidelines will include the input of the mental 
healthcare professionals working in a psychiatric hospital.   
 
 
1.10  RESEARCH ETHICS  
Conducting an ethical research study implies that the researcher adheres strictly to certain 
moral principles which are accepted by the wider research community as acceptable 
conduct.  The following ethical strategies and principles were adhered to during the study, 
namely self-determination, beneficence, non-maleficence and justice (de Vos et al., 
2011:115). 
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Self-determination implies that persons should be respected by allowing them the freedom 
to choose whether they would like to take part in the study or not.  It also implies that 
participants may withdraw from the study at any time they so wish (Burns & Grove, 
2009:196 and de Vos et al., 2011: 113-121).  
 
Beneficence implies that the participants will benefit from the study and non-maleficence 
means that the study will not cause the participants any physical or emotional harm.  As this 
study focuses on professional knowledge and skill it was not seen as sensitive and 
participation did not cause harm (de Vos et al., 2011: 113-121).  
 
Justice was ensured during the study by treating all the participants equally and fairly.  To 
ensure fidelity, the researcher promoted a trust relationship with participants and she 
honoured promises made to them (de Vos et al., 2011: 113-121).   
 
 
1.11 PROVISIONAL CHAPTER DIVISION  
CHAPTER 1:  Overview of the study 
CHPATER 2:  Methodology 
CHAPTER 3:   Findings 
CHAPTER 4:  Discussion of findings, recommendations, guidelines and conclusion  
 
 
1.12 CONCLUSION 
This research study aimed to explore and describe the perceptions of mental healthcare 
professionals working in psychiatric hospitals regarding the content that should be included 
in an in-patient therapy programme for adolescents who are experiencing a mental health 
crisis.  Based on the findings of this study, guidelines for the development of a programme 
were developed that could be implemented in a psychiatric hospital where adolescents 
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were receiving treatment.  In chapter two the research methodology and design will be 
discussed.  
 
 
 
 
 
 
 
  
 
 
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
19 
 
CHAPTER 2 
METHODOLOGY 
2.1 INTRODUCTION 
In chapter one, a problem statement was formulated, a brief literature study was presented 
and the research design and methodology were introduced. The purpose of chapter two is 
to provide a comprehensive description of the research design and methodology.  The 
researcher will provide a rationale for the study which will highlight the importance of the 
design selected for this study. 
 
 
2.2 RATIONALE FOR THE STUDY  
Mental health problems are common in modern society and these problems are not 
restricted to the adult population.  Children and adolescents are also experiencing a whole 
spectrum of mental health problems as discussed in chapter one.  Children and adolescents 
have special mental health needs and the manner in which they cope with these problems, 
is influenced by the developmental stage that they are going through.  Because they are still 
developing emotionally and physically, they are not yet mature enough to make decisions 
related to their treatment.  Adolescents are thus dependent on their parents to ensure that 
they receive the necessary treatment (Ellilӓ et al., 2007:584). 
 
Adolescents often require in-patient treatment in a psychiatric hospital in order to stabilize 
their psychiatric condition as well as to teach them appropriate coping skills (O’Herlihy et 
al., 2003:547-551).  So far, available literature on in-patient therapeutic programmes for 
adolescents who are experiencing mental health problems has documented the importance 
of having specific therapeutic programmes in place for adolescents (Abramovitz & Bloom, 
2003:120).  The members of the multi-professional team play a major role in the provision 
of in-patient therapeutic programmes in psychiatric hospitals.  The perceptions of mental 
health professionals regarding the content that should be included in a therapeutic 
programme for adolescents, are of great importance in order to develop guidelines for such 
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a programme.  Consequently, this study has focussed on the perceptions of the members of 
the multi-professional team who are working in a psychiatric hospital in the Nelson Mandela 
Bay, or who refer clients to these hospitals regarding the content that should be included in 
an in-patient therapeutic programme for adolescents.  The objective was to develop 
guidelines for such a programme as there is at present no in-patient therapeutic programme 
for adolescents who are treated in a psychiatric hospital in the Nelson Mandela Bay.  
 
2.3 GOAL AND OBJECTIVES OF THE STUDY 
The objective of the study was to develop guidelines for a therapeutic programme for 
adolescents that could be implemented in psychiatric hospitals in the Nelson Mandela Bay.  
In order to achieve the objective, the goal was to obtain the perceptions of the members of 
mental health professionals working in psychiatric hospitals regarding the content that 
should be included in a therapeutic programme for adolescents.  Based on these findings, 
recommendations were made. 
 
2.4 RESEARCH DESIGN 
As discussed in chapter one, the study followed a qualitative, exploratory, descriptive and 
contextual design in order to gather data from the participants.  
 
2.4.1    Qualitative 
Qualitative research follows an inductive, subjective approach and the focus is on how 
people make sense of their world.  This ensures that information-rich data is obtained 
(Walsh, 2001:7).  Qualitative reasoning was the best option for this study because it allowed 
knowledge to be generated about adolescent in-patient therapy programmes.  The purpose 
of this research was to study the perceptions and opinions of the members of the multi-
professional team working at psychiatric hospitals regarding the content that should be 
included in an adolescent in-patient therapy programme in order to develop guidelines for 
such a programme. 
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2.4.2    Exploratory 
The aim of an exploratory study is to investigate research areas where little is known about 
the phenomenon in order to gain a better understanding of the phenomena (Babbie, 
2007:88-89).  As mentioned earlier, research in child and adolescent psychiatry remains in 
the early stages of development (Green et al., 2001:325-332).  It was thus essential for the 
researcher to discover what the content of a therapeutic programme for adolescents should 
consist of, based on the perceptions of the participants.  Guidelines for the development of 
an in-patient therapy programme could then be developed that could be used to treat 
adolescents who were experiencing mental health problems.  
 
2.4.3    Descriptive   
A crucial component of qualitative studies is to describe accurately events and situations 
pertaining to a specific population (Babbie, 2007:89).  Descriptive research allows the 
researcher to identify and describe phenomena in order to derive new knowledge about the 
subject (Burns & Grove, 2009:696).  A description of the perceptions of the members of the 
multi-professional teams working at psychiatric hospitals in the Nelson Mandela Bay, 
regarding the content of an in-patient therapy programme for adolescents has been 
portrayed.  The research methodology was also described in detail to meet one of the 
strategies of ensuring trustworthiness, namely, “a rich description”. 
 
2.4.4   Contextual  
Context refers to matters that relate to a specific situation (Burns & Grove, 2009:693).   In a 
contextual study, the environment in which the participants find themselves forms an 
integral part of the study.  The perceptions of the participants are influenced by what is 
happening in their natural environment.  Thus to understand fully the perceptions of 
participants, the researcher should identify how their perceptions are influenced by their 
natural environment (Babbie & Mouton, 2001:272).  The study took place in a psychiatric in-
patient setting where the views of multi-professional team members who had worked with 
adolescents in the past were investigated.  
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2.5 RESEARCH METHODOLOGY 
A detailed description of the research methodology that was used by the researcher will 
now be discussed. 
 
2.5.1    Research population 
The research population includes all the persons or objects that fit within the parameters of 
the researcher’s study (Burns & Grove, 2009:714).  It is not possible for researchers to 
include the entire research population in their study therefore they can include only those 
persons who are accessible to them, which is called the research population.  The 
researchers will generalize their findings to the population being studied instead of including 
the entire population.  As this is a qualitative study, making use of a small research 
population, generalization will not be possible.   There should thus be specific inclusion 
criteria that will ensure that the participants adhere to the requirements of the study 
(Babbie & Mouton, 2001:173-174 and Brink, 2006: 123-124).  The members that usually 
make up the multi-professional teams in psychiatric hospitals in South Africa include 
psychiatrists, psychologists, psychiatric nurses, occupational therapists, social workers and 
pharmacists (Uys & Middleton, 2004:37).  The study population comprised the members of 
the multi-professional teams who were either working in psychiatric hospitals in the Nelson 
Mandela Bay or who referred patients to the hospitals for treatment.  Inclusion criteria 
demanded that participants were registered with the appropriate professional body 
representing their profession.  Participants should preferably also have had a minimum of 
two years’ experience of working as a professional in their particular profession and should 
have worked with adolescents in practice at some point.  
 
2.5.2   Sampling  
Sampling could be defined as the process whereby people, events or other elements that 
pertain to the study population are identified, selected and included in the study (Burns & 
Grove, 2009:721).  In qualitative research, participants are carefully selected in order to gain 
an in-depth understanding about a particular situation or phenomenon because the 
intention is not to generalize the findings (Botma, Greeff, Mulaudzi & Wright, 2010:124-
125).  The participants who are included in a qualitative study should be experts in the area 
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that is being studied and should be willing to share their perceptions and experiences in 
order for new information to be generated (Brink, 2006:133-134).  
 
Purposive sampling is defined by Burns and Grove, (2009:716) as a judgmental sampling 
method.  Purposive sampling is a specific method that can be used in qualitative studies 
whereby the researcher selects the participants based on certain characteristics that make 
them particularly representative of the population being studied (Botma et al., 2010:126).  
The researcher may further specify inclusion or exclusion criteria that will indicate which 
characteristics should be portrayed in the sample population in order for them to be 
selected or which characteristics would cause a person to be excluded from the study (Burns 
& Grove, 2011:312-313,548 and LoBiondo-Wood & Haber, 2010:90,291).  The sample size 
for a qualitative study cannot be determined at the onset of the study as the size will 
depend on how soon data saturation occurs.  Data should thus be collected until no new 
information is forthcoming (Burns & Grove, 2011:312-313,548 and LoBiondo-Wood & 
Haber, 2010:90,291).  
 
Purposive sampling was used in this study which means that the researcher selected the 
participants after carefully considering their potential to contribute meaningfully to the 
study.  The participants who were selected all shared common characteristics, such as, that 
they had had experience working with adolescents who experienced mental health 
problems.  Ten participants were interviewed, comprising two psychiatric nurses, two 
psychiatrists, two psychologists, two social workers and two occupational therapists.  
Various members of the multi-professional team were included in order to draw out a 
variety of perceptions.   These professionals were all registered with the South African 
Nursing Council or other relevant health professional councils.  Only participants with a 
minimum of at least two years’ experience in their relevant field were included. 
 
2.5.3    Contact with the research population 
The protocol for this research study which was submitted to the Departmental Research 
Committee at the Department of Nursing Science, was approved.  From there it was 
submitted to the Faculty Research Technology and Innovation Committee at the Nelson 
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Mandela Metropolitan University (NMMU) and ethical approval was granted for the study 
to be conducted (see Annexure A).  Once the researcher had gained the necessary 
permission to conduct the study from the NMMU, the Eastern Cape Department of Health 
was contacted in order to obtain permission to conduct research in the psychiatric hospitals 
in Nelson Mandela Bay (see Annexure B).  After the Eastern Cape Department of Health 
gave permission for the research to be conducted (see Annexure C), the hospital managers 
of the psychiatric hospitals in the Nelson Mandela Bay were contacted in order to obtain 
permission to conduct the research study in their hospitals.  The hospital managers were 
supplied with information regarding the goals and purpose of the study, the method of data 
gathering as well as how the results would be utilized and disseminated.  When reporting 
the findings, the researcher would handle anonymously each participant’s response. 
 
Once permission was granted by the hospital managers, informed consent had to be 
obtained from the individual participants.  Personal contact was made with the participants 
in order to obtain informed consent from them (see Annexure D).  The researcher prepared 
the participants for the interview sessions by explaining the purpose of the study and how it 
would be conducted, and the fact that their participation was entirely voluntary (see 
Annexure E).  Participants were further informed how confidentiality would be ensured as 
well as how digital recorders would be used during the interviews session.  Based on this, 
the participants could make an informed choice whether or not they wanted to participate 
in the study. 
 
2.5.4    Data gathering 
Data gathering which takes place once the participants have been identified, includes all the 
steps taken to collect information that is useful to the study.  Data gathering should be a 
well-planned endeavour and should not take place haphazardly (Burns & Grove, 2009:695 
and Burns & Grove, 2011:535).  Data gathering for this study was done via individual 
interviews, observation and field notes after a pilot study had been conducted.   
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• Individual interviews 
Interviews can be described as verbal communication between the researcher and the 
participant in order for the researcher to gather the data is necessary for the study (Burns & 
Grove, 2009:705).  A comfortable, private, quiet setting with no interruptions is required in 
order to conduct successful interviews according to Greeff (2011:342) and Burns & Grove, 
(2009:510).  When one is using any type of recording device during interviews, such as a 
digital recorder, it should be placed in a place that is as unobtrusive as possible.  The 
researcher should ensure that he/she is familiar with how the device is operated before 
commencing the interviews.  The researcher should further ensure that the recording device 
is plugged in and that fresh batteries are used during each interview (Burns & Grove, 
2009:510).   
 
Individual arrangements for interviews were made with participants in order to 
accommodate them. Interviews were conducted either at the hospital or at the individual 
participant’s offices in order to ensure that the above-mentioned requirements were met.  
Prior to the commencement of the interviews, each participant was requested to sign an 
informed consent form.  The participant was reminded of the topic of the study and what 
would be discussed during the interview.  The researcher once again assured participants 
that their participation was voluntary and that they could quit at any stage if they so wished.  
The use of digital recorders and pseudonyms was also explained. The researcher 
commenced the interview with general pleasantries in order to break the ice before starting 
with the “official” interview and tested that her digital recorders were in working order 
before placing then out of sight and continuing with the interview.  Semi-structured 
questions from the interview schedule were used to initiate the interview.  The researcher 
allowed the participant to lead the direction of the interview and posed questions related to 
what the participant said in order to clarify uncertainties or to ask the participant to 
elaborate more on a particular topic.   
 
An interview schedule should be used in order for the researcher to prepare themself for 
the interviews.  Using an interview schedule allows the researcher to think about the data 
that he/she wants to collect that would be useful for the study (Greeff, 2011:343-344 and 
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Mack et al., 2005: 32-34).  The researcher limited her questions to one or two which were 
related to the mental health problems that adolescents were experiencing as well as the 
content that should be included in an in-patient therapy programme for them.   Open- 
ended questions were used and the researcher allowed the responses of the participants to 
lead the direction during the interviews instead of sticking to a pre-determined list of 
questions. 
 
The researcher applied the following interviewing techniques during the interviews based 
on the guidelines provided by Greeff, (2011:343-344): 
 
• General questions were used to build rapport and make the participant feel 
comfortable.  For example the researcher, commenced each interview with a general 
question like “What do you think are the mental health challenges that adolescents are 
facing today?” 
 
• The participants were encouraged to share their opinions and ideas on which the 
researcher gave them the opportunity to elaborate.  The researcher did not interrupt 
participants during the interviews in order for the participants to keep their train of 
thought. 
 
• Only open-ended questions were asked and the participants were only prompted if they 
gave scanty information.  Strategies that the researcher utilised during the interviews to 
enhance communication included showing interest, active listening, paraphrasing, 
clarification, reflection, minimal verbal response, linking, acknowledging and showing 
understanding. 
 
• Towards the end of the interview the researcher summarised what had been discussed 
during the interview and clarified any uncertainties.  The interview ended when the 
participant had no further information to share, after the researcher had probed and 
followed up on statements that needed further clarification.  The participants were 
thanked for their time and valuable contribution.  
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During the interview the researcher jotted down observations and more detailed field 
notes were written once the interview was over and the researcher had time to process 
her observations.  The interviews, which lasted approximately 45 minutes, were 
meticulously transcribed by the researcher the following day, whilst the interview was 
still fresh in her memory.  Tesch’s, method of data analysis, was used (Tesch 1990, as 
cited in Creswell, 2003:190-197) for the data analysis process. 
   
• Observation and field notes 
Field notes as stated by LoBiondo-Wood & Haber, (2010:272) are the observational notes 
that are kept by the researcher whilst gathering data.  Field notes which are taken down 
during an interview session are brief and often contain only a few key words.  The 
researcher needs to expand these notes shortly after the interview in order for information 
not to get lost.  Field notes are useful for jotting down observations and/or comments that 
could add information-richness to the study (Mack et al., 2005:43). 
 
Researchers can make use of various types of field notes.  According to Polit and Beck 
(2008:406) descriptive field notes contain objective information regarding the observations 
made by the researcher during the interview about conversations or events, for example.  
The researcher should aspire at all times to report on aspects from an outsider’s point of 
view and refrain from ascribing personal meaning to events.  The aim here is to write down 
additional information that might be significant later in the study (Botma et al., 2010:218). 
 
Reflective field notes (Polit & Beck, 2008:406) portray the researcher’s opinions and 
thoughts regarding the interview that was conducted and should be written in a quiet place, 
soon after the interview because it is easy to forget things when there are many interviews 
to conduct.  According to Botma et al. (2010:218) there are a few types of reflective notes 
that can be kept, the first being methodological notes that could assist the researcher to 
analyse his/her interviewing skills in order to identify possible aspects that need 
improvement before conducting the next interview.  A second type, theoretical notes, plays 
an important part in helping the researcher to make sense of the data that was gathered 
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Botma et al. (2010:218).  These types of notes are subjective in nature because the 
researcher ascribes meaning to what he/she has gathered in the research field.  This could 
possibly help the researcher to start with preliminary analysis of the data that was gathered.  
Lastly there is also a place for personal notes (Polit & Beck, 2008:405-407) in the research 
process whereby the researcher reflects on his/her feelings pertaining to what is being 
observed during research.  If the researcher observes an ethical dilemma, this would be the 
place to write about it (Mouton, 2001:108). 
 
The researcher kept extensive field notes when she interviewed the members of the multi-
professional teams.  During each interview the researcher jotted down aspects which were 
unclear that she wanted the participants to clarify.  The researcher also wrote brief notes 
regarding her observations during the interviews which were processed extensively after 
each interview.  Reflecting on the process and outcome of each interview, allowed the 
researcher to improve her interviewing skills during subsequent interviews as well as to 
make sense of the data that had been gathered. 
 
2.5.5    Data analysis 
Tesch’s method of data analysis (Tesch 1990, as cited in Creswell, 2003:190-197) was used 
as follows, in order to analyse the data that was gathered during the interviews: 
 
• The 1st step in the data-analysis process entailed the verbatim transcription of each 
interview which was digitally recorded.  The researcher proceeded by reading 
through each interview in order to identify the essence of the interviews.  Notes 
were made of ideas that came to the researcher’s mind as she was reading through 
the interviews. 
 
• During the next step, the researcher randomly selected one of the transcribed 
interviews and read through it carefully in order to determine the significance of the 
content.  The purpose was not to ponder on the “substance” of the content but 
rather to identify the underlying meaning.  The margins were used for note making. 
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• Step two was repeated for several transcribed interviews and a list was compiled of 
the topics that had been identified.  Similar topics were grouped together.  In order 
to organize the topics, the topics were placed in columns under the following 
headings: “major topics”, “unique topics” and “leftovers”. 
 
• The next step entailed finding short but meaningful codes or tags for each of the 
groups identified by the researcher in the previous step.  The reason why the groups 
had to be tagged was to help the researcher to identify the groups in the transcribed 
texts. 
 
• During step five, the researcher had to identify descriptive words which she could 
use to categorize the emerging topics in to themes.  The theme names were derived 
from the questions that had been posed to the participants. 
 
• Once the themes had been identified and named, abbreviations for each theme 
were determined and alphabetised. 
 
• The researcher proceeded by using the cut-and-paste method in order to group 
together in a central document data that belonged to each theme.  This enabled her 
to perform the initial analysis by grouping similar quotes together using sub-themes. 
 
• It was not necessary for the researcher to recode any of the data which enabled her 
to account for her research findings.  Literature was consulted either to confirm the 
researcher’s findings or to highlight discrepancies in the research report. 
 
It is a requirement of any qualitative study that it should be reliable and the researcher 
should thus indicate how reliability was ensured.  One way of ensuring reliability during the 
data analysis process is by making use of the services of an independent coder.  According 
to Brink (2006:185) the researcher should compare his/her coding with the coding of 
another person who encoded exactly the same data.  If there is a high level of correlation 
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between the themes and categories of the researcher and the independent coder, it could 
be said that the findings are reliable (Polit & Beck, 2012:593).   
 
The researcher employed the services of an independent coder in order to ensure the 
reliability of the data-analysis process.  The independent coder was also given a set of 
transcribed interviews to work from.  Once the researcher had completed her coding of the 
transcribed interviews, she compared her themes with the themes of the independent 
coder.  A high degree of correlation was evident between the two sets of coding and a 
discussion took place between the researcher and the independent coder in order to finalise 
the themes. 
 
2.5.6   The use of literature in the study   
A literature review can be described as a précis of the particular study of interest (Polit & 
Beck, 2012:732).  Before a researcher embarks on a research study, all available literature 
related to the research topic should be reviewed in order to understand thoroughly the 
need for conducting such research.  It will indicate to the researcher what research was 
done in the past pertaining to the particular research topic in order not to duplicate the 
research study but rather to identify the limitations identified by previous studies in order to 
address those limitations in future studies (de Vos et al., 2011:133-136).  The researcher 
commenced this study by asking the faculty librarian at the Nelson Mandela Metropolitan 
University to search for articles related to the study across various databases such as 
EBSCOHOST, Medline and PubMed.  From the initial articles that were sent by the librarian, 
the researcher then narrowed her search in order to gain an in-depth understanding of the 
topic which provided an outline for the actual research study that was conducted.  
 
The purpose of using literature in a qualitative study is manifold.  Literature control is the 
process whereby the researcher uses literature during data analysis to build a framework 
related to the outcomes of similar studies that were done previously, as a starting point 
before interpreting the findings of his/her own study (de Vos et al., 2011:238).  For this 
study various sources of literature were reviewed such as textbooks, journals and websites 
as a form of literature control whilst interpreting data findings.  The purpose of doing this 
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was for two reasons, firstly to identify what the participants perceptions were pertaining to 
the content that should be included in an in-patient therapy programme for adolescents 
and, secondly, to link the findings to similar findings that had been documented in similar 
studies (Botma et al., 2010:197). 
 
2.5.7   Pilot study 
According to Burns & Grove (2009:545), a pilot study is a: “smaller version of a proposed 
study conducted to develop and refine the methodology, such as the treatment, 
instruments, or data-collection process to be used in a larger study”.  One participant who 
meets the inclusion criteria should be selected and interviewed by the researcher.  The pilot 
interview should be recorded and transcribed in order to search for themes that could arise 
(de Vos et al., 2011: 394-395).  The research supervisors should receive a copy of the 
transcribed interview in order for them to comment on the quality of the interview as well 
as the interviewing skills of the researcher.  If the research question and interviewing 
technique was successful, the pilot interview could be added to the data-base and the 
researcher will commence data collection.  If the pilot interview was not successful, the 
researcher should go back to the drawing board and start a-fresh (de Vos et al., 2011: 394-
395). 
 
Once permission had been obtained from one of the hospital managers to conduct research 
at one of the psychiatric hospitals, the pilot study was conducted in order to ascertain 
whether interviews were the most suitable method to obtain the data for this study as well 
as to refine the researcher’s interviewing strategies.  The researcher first obtained informed 
consent from the participant before commencing the interview.  A professional psychiatric 
nurse was chosen as the pilot candidate and she was briefed by the researcher prior to the 
interview, regarding the purpose of the study.  The interview took place at the participant’s 
place of employment as it was the most convenient venue for her. The participant was 
informed that her participation in the study was voluntary and that confidentiality would be 
maintained at all times.  The participant was further informed that digital recorders would 
be used during the interviews and she had to give written consent.  The researcher 
transcribed the interview verbatim and submitted it to her supervisor and co-supervisor for 
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feedback.  The researcher discussed the outcomes of the pilot interview with her supervisor 
and co-supervisor.  It was decided that the data that had been gathered by the pilot 
interview would be included in the study data-base because of the richness of information 
that was gathered.  The researcher proceeded with data collection after the pilot interview. 
 
2.5.8    Trustworthiness  
Trustworthiness in qualitative studies can be described as the process whereby the 
researcher strives to adhere to accuracy in every sphere of the study (Burns & Grove, 
2009:720 and Botma et al., 2010:234-235).  Lincoln and Guba’s framework (Lincoln & Guba 
1999, as cited in Schurink et al., 2011:419-421) was used to ensure the trustworthiness of 
this study, which consists of four criteria, namely, credibility, transferability, dependability 
and confirmability, which will now be discussed. 
 
• Credibility   
Credibility could be defined as finding the truth and presenting it accurately (Polit & Beck, 
2012:724).  The goal of credibility is to ensure the integrity of the qualitative study (Polit & 
Beck, 2012:726).  According to Lincoln and Guba’s framework (Lincoln & Guba 1999, as cited 
in Schurink et al., 2011:419-421), two components are involved in credibility.  Firstly, to 
conduct the study in such a manner that peers who read the findings of the study would 
endorse it as being believable based on the manner in which it was conducted.  Secondly 
the researcher should provide evidence to external readers that the study was conducted in 
such a way that it would indeed be credible (Polit & Beck, 2012:582-585).  Various strategies 
could be implemented in order to increase the credibility of a study.  A few of them will now 
be discussed.   
 
Member checking could be described as the process whereby the researcher goes back to 
the participants who were interviewed in order to clarify any uncertainties (Schurink et al., 
2011: 19-420 and Polit & Beck, 2008:545).  Member checking could be on-going during the 
data-collection process or it could be conducted once data collection has been completed 
for example, as a more formal process during which members review a summary of the 
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findings, it could be done individually or in small groups (Polit & Beck, 2008:545).  The 
researcher made use of member checking during the data-collection process because she e-
mailed some of the participants whilst she was transcribing the interviews in order to clarify 
aspects that were unclear to her.  Owing to time constraints it was not feasible to go back to 
the participants with a summary of the findings in order for them to give their comments. 
 
Triangulation could be described as the use of a variety of methods of data collection in 
order to investigate a phenomenon (Polit & Beck, 2008:196).  Triangulation affords the 
researcher the opportunity to understand the various facets of the research topic, almost 
like peeling off the various layers of an onion skin in order to find the underlying truth about 
a topic.  The reason why it is important to use a variety of methods to investigate a matter is 
that each method has its own strengths and limitations.  According to Botma et al. 
(2010:88), data triangulation can be achieved by using various sources of data, whereas 
analysis triangulation can be achieved by using more than one data-analysis technique.  The 
researcher used more than one data-gathering method in order to determine what content 
an in-patient therapeutic programme for adolescents should encompass, which included 
individual interviews with participants in order to gain an understanding of their perceptions 
as well as observation and field notes kept by the researcher.  The data-gathering methods 
that were used, complemented each other and led to a deep understanding of the topic, 
and also ensured that triangulation took place.  During data analysis, two coders were 
responsible for the coding and development of themes, the researcher as well as an 
independent coder.   
 
Reflexivity is defined by Burns and Grove (2009:545) as the process whereby researchers 
constantly examine how their personal feelings about the study can influence the study.  It 
thus requires a certain level of maturity from researchers so that they are aware of their 
personal feelings and do not allow them to contaminate the study (Burns & Grove, 
2009:545).  The researcher kept meticulous field and personal notes during the data 
collection process in order to keep in touch with her feelings and guarded against allowing 
her personal opinions to interfere with the study.   
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Interview techniques, according to Greeff (2011:343) are those strategies that the 
researcher should utilize during the interview in order to ensure its success.  According to 
Kvale and Brinkman (2009:109), an interview requires careful planning of the process and 
the techniques.  The researcher included a variety of questions during the interviews so that 
various aspects related to adolescent therapy programmes were examined.  This was done 
in order to ensure that all the dimensions of adolescent therapy programmes were explored 
extensively so that the subject was described in-depth. 
 
Comprehensive and vivid recording of information is described by Polit and Beck (2012:591) 
as the process of ensuring that all research data is recorded accurately.  The authors suggest 
that the following data should be stored in a systematic way: interview transcripts, analysis 
of data, theoretical notes, process notes, reflective notes, instrument-development notes 
and drafts of the final report.  All interviews were recorded using digital recorders in order 
to keep reliable evidence of the data that was gathered, allowing the researcher to 
transcribe the interviews verbatim.  Thus no information was lost or distorted in the 
process.  The data was stored in such a way that it was easy to retrieve by the researcher, 
yet out of reach of unauthorized persons, which ensured that the information could be 
verified in future. 
 
• Transferability 
Transferability, according to Polit and Beck (2012:745) refers to the degree according to 
which the findings of a study can be transferred to similar situations.  In order to facilitate 
transferability Guba and Lincoln (Lincoln & Guba 1999, as cited in Schurink et al., 2011:419-
421) state that the researcher should provide rich data in his/her report, so that other 
interested parties could ascertain whether it would be possible to implement the findings in 
another similar situation. 
 
Purposive sampling could be defined as “selective sampling” because the researcher 
handpicks the participants that will be included in the study based on certain characteristics 
(Burns & Grove, 2009:355).  The participants who are selected are highly knowledgeable 
35 
 
about the topic being researched which makes them of particular interest to the researcher 
(Burns & Grove, 2009:355).  Purposive sampling was used in this study in order to select 
participants who would provide a variety of perceptions because they included members 
who represented the multi-professional team and each category of professionals had 
different perceptions regarding what should be included in a therapy programme for 
adolescents.   
 
Dense, thick descriptions should be provided by the researcher according to Botma et al. 
(2010:231) as a method to ensure validity.  It entails a comprehensive description of the 
environment as well as various views regarding the theme (Botma et al., 2010:231).   
Including a variety of the members of the multi-professional team, yielded a dense 
description of their perceptions in order to enhance transferability.  The researcher further 
presented substantial descriptions when she reported on her findings. She also kept 
extensive notes of her observations as well as her field notes in order to ensure 
transferability. 
 
• Dependability  
Dependability can be defined as that factor which measures the possibility of obtaining 
similar results should the study be repeated in the near future or under similar 
circumstances (Polit & Beck, 2008:724).  It thus measures the stability of the study over time 
(Polit & Beck, 2012:725).   
 
Dependability can be enhanced by making use of the following strategies according to 
Botma et al. (2010:234):  thick and dense description of the methodology, triangulation, 
peer examination and code-recode.  In this study dependability was ensured by drawing up 
an interview schedule and by ensuring that the sample population was large enough.  A pilot 
study was also conducted before embarking on the actual research study. The researcher 
also made use of triangulation, which ensured credibility and further ensured dependability 
by providing extensive, rich descriptions of her research findings.  The services of an 
independent coder were employed during data analysis in order to enhance dependability.  
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Owing to time constraints as mentioned, the researcher could not ask peers to review the 
guidelines that were developed as suggested by Botma et al. (2010:234). 
 
• Confirmability 
Confirmability refers to the objectivity of the study, which implies that a study could be 
repeated by an independent person according to Lincoln and Guba (Lincoln & Guba 1999, as 
cited in Schurink et al., 2011:419-421) and this person would be able to confirm the findings 
of the original study.  The confirmability of a study can be improved if both the researcher 
and the independent coder arrive at similar themes after analysing the transcripts of the 
interviews (Polit & Beck, 2008:539).  In order to enhance confirmability, researchers should 
leave an audit trail which ensures that the activities are recorded so that other researchers 
can repeat the study (Streubert & Carpenter, 2011:49). 
 
According to Botma et al. (2010:233,235), confirmabilty can be enhanced through 
neutrality, triangulation and reflexivity.  Neutrality can be defined as the research process 
being free from biases (Botma et al., 2010:233).  Confirmability was ensured in this study by 
making use of reflexivity as well as triangulation as described in credibility.  The researcher 
further ensured confirmability by making use of an independent coder during the data- 
analysis phase.  The function of the independent coder was to analyse the data 
independently from the researcher.  Once the researcher and the independent coder had 
completed their analysis they conferred about the findings and the final themes were 
developed.  
 
2.5.9   Ensuring high ethical standards   
Conducting an ethical research study implies that the researcher adheres strictly to certain 
moral principles which are accepted by the wider research community as acceptable 
conduct (Botma et al., 2010:277).  The following ethical principles were adhered to during 
this study: self-determination, beneficence and non-maleficence and justice and the 
following ethical strategies were adhered to namely, informed consent, privacy and 
anonymity. 
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• Self-determination 
Self-determination can be described as the right to freedom that individuals have to choose 
their own destiny (Burns & Grove, 2009:722 and Brink, 2006:32).  Researchers can violate a 
participant’s right to self-determination if they coerce a participant to participate in a study 
or if data is collected in a clandestine manner (Burns & Grove, 2009:722).  Self-
determination implies that persons should be respected by allowing them the freedom to 
choose whether they would like to take part in the study or not.  It also implies that 
participants may withdraw from the study at any time they so wish (de Vos et al., 2011:116).  
Participants should understand that there are no penalties or risks involved should they 
decide to withdraw from the study (Brink, 2006:32).  Certain persons have impaired 
autonomy and they could be seen as vulnerable and therefore require special protection 
such as children and the mentally challenged (Brink, 2006:32).  For this study no vulnerable 
participants were included and nobody required special protection.  All participants 
participated voluntarily and none of them decided to withdraw from the study although 
they were informed that they could also do so.  
 
• Beneficence  
Burns and Grove (2009:689) define beneficence as doing good in research and not doing 
harm.  The researcher has the duty to do good and at the same time, the participant’s right 
to safety should be honoured (Botma et al., 2010:20).  A participant could be harmed either 
physically or emotionally and therefore a researcher is obliged to eliminate as far as 
possible, all identified risks prior to commencing a study (de Vos et al., 2011:114).  
Participants should be informed beforehand if there is a possibility that they may be harmed 
in the study so that they can withdraw if they so wish (de Vos et al., 2011:114).  The 
researcher did not identify any potential risks that could have harmed the participants 
during the planning phase of this study. This study focused on professional knowledge and 
skill; so it was not seen as sensitive and participation would not have caused harm.  The 
participants did not bring any concerns to the attention of the researcher during the study.  
If any concerns had arisen as a result of the participation in this study at a later stage, the 
researcher would have made the necessary arrangements for the participant to get 
assistance.  
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Justice 
Justice can be defined as treating participants fairly and equally (Burns & Grove, 2009:706 
and Botma et al., 2010:20).  When selecting participants, the researcher should ensure that 
the right participant is selected for the right reason and not, for example, somebody just 
because it is convenient to include the person in the study or the researcher is aware that 
the person would benefit by participating in the study (Brink, 2006:33).  When conducting 
the study, the researcher should treat the participants with respect, be punctual and honour 
promises that were made to them.  Participants should also not be deceived or exploited 
when obtaining information from them (Botma et al., 2010:20 and Polit & Beck, 2012:155).  
  
In order for a study to be just, it should be designed, conducted and reported in such a 
manner that it is in line with the standards of scientific competence.  The study should not 
portray any misleading results and the researcher should not engage in activities that are 
beyond his/her scope and training.  When executing the actual study, the researcher should 
follow the approved proposal and not deviate from it.  No false results should be portrayed 
in a publication (de Vos et al., 2011:115-117).   
 
The researcher treated all participants fairly and ensured that she included various 
professionals to make up the multi-professional team as her sample population in order to 
get information-rich data.  She ensured that she was on time for her interviews and did not 
engage in any activities that were beyond the scope of the study.  
 
• Informed consent 
Informed consent can be described as the potential participant’s agreement to participate in 
a study of their own free will after they have received adequate information in order to 
make such a decision (Burns & Grove, 2009:704 and de Vos et al., 2011:117).  Informed 
consent entails that sufficient information regarding the goal of the study, as well as how 
the study will be conducted, should be given to potential participants (de Vos et al., 
2011:117).  The advantages as well as potential disadvantages should be explained to 
participants and any questions they may have should be answered truthfully (Burns & 
Grove, 2009:201).  They should be informed that confidentiality will be maintained 
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throughout the study and also how the information that was gathered would be 
disseminated (Burns & Grove, 2009:202).  No unauthorized persons should be able to gain 
access to data pertaining to the study in order to ensure confidentiality.  Participants should 
be requested to give their consent in writing but they would be reassured that they could 
quit at any time they wished without any negative consequences (Burns & Grove, 2009:201 
and de Vos et al., 2011:117).  The researcher informed the participants in person about the 
nature of the study and also supplied them with written information that included the 
researchers contact information prior to conducting the interviews.  The participants gave 
verbal as well as written consent in order to participate in the study.  The researcher filed all 
the consent forms of the participants in a safe place for future reference.   
  
• Privacy and anonymity  
According to Burns and Grove (2009:715) privacy can be described as an individual’s choice 
to decide when and where to share personal information with others and when not to do 
so.  Invasion of privacy can occur when the researcher uses a recording device to gather 
data without the participant’s knowledge, for example by hiding such a device (Brink, 
2006:33).  The participant’s right to privacy should be protected by not collecting data in a 
covert manner (Brink, 2006:33).  The researcher respected the participants right to privacy 
in this study by asking them to divulge only information that they felt comfortable to share.  
The researcher informed the participants prior to commencing the interview that digital 
recorders would be used to record the interviews and their permission were asked to do so. 
 
According to Burns and Grove (2009:688) anonymity is assured when the participant’s 
identity cannot be linked to the individual responses in the study.  It is thus the 
responsibility of the researcher to ensure that he/she protects the identities of the 
participants when publishing his/her findings (Brink, 2006:34 and de Vos et al., 2011:119-
120).  The researcher ensured that the identities of the participants were protected by 
replacing their real identifies with pseudonyms in the study so that they could not be 
identified.  
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2.6 CONCLUSION 
Chapter two provided a comprehensive description of the methodology that was 
implemented in this study.  It included a description of the research population, the 
sampling strategy that was selected and how contact was made with the research 
population.  The researcher described the method of data gathering which included semi-
structured interviews and field notes, as well as how the pilot study and data analysis based 
on Tesch’s method of data analysis were conducted.  Lastly, the methods to ensure the 
trustworthiness of the study according Lincoln and Guba were described as well as the 
ethical principles and strategies that formed the foundation of this study. 
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CHAPTER 3 
FINDINGS AND INTERPETATIONS 
3.1 INTRODUCTION   
The research design and methodology of this study was discussed in detail during the 
previous chapter.  The researcher will now present the findings of the data that was 
gathered.  The aim of chapter three is not only to present the findings, but also to interpret 
the data and correlate such findings with relevant literature which is known as the literature 
control (Creswell, 2009:27).  The purpose of the literature control is to assess the usefulness 
of the data that was gathered. 
 
 
3.2 BIOGRAPHICAL INFORMATION OF THE RESEARCH POPULATION  
The research population of this study which consisted of 10 participants, included the 
following healthcare professionals: three psychiatrists; two psychologists; two occupational 
therapists; two registered psychiatric nurses and one social worker.  Two of the psychiatrists 
were working in state psychiatric hospitals and the third one in private practice.  Although 
none of them has specialized in adolescent psychiatry, they have experience working with 
adolescent patients.  There were two males and one female.    Both psychologists were 
employed in private practice and had consulted with adolescent clients in the past.  Both 
genders were represented. The two occupational therapists were both employed at a state 
psychiatric hospital and both genders were represented.  Both occupational therapists were 
involved in a therapy programme for adolescents at the hospital where they were 
employed.  The one registered psychiatric nurse was employed at a private psychiatric 
hospital and had previously participated in a pilot day-therapy programme for adolescents 
in Port Elizabeth.  The second registered psychiatric nurse holds an additional qualification 
in child psychiatric nursing and has past experience in working with children with mental 
health problems.  They were both were females.  The social worker was a male working at a 
state psychiatric hospital.  He was the only social worker who was available and willing to be 
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interviewed at the time that the interviews were conducted.  He has experience working 
with adolescent patients.  
 
 
3.3 FINDINGS AND INTERPRETATIONS  
The participants were representative of the envisaged members of a multi-professional 
team. Their perceptions regarding what should be included in a therapy programme for 
adolescents who are admitted to a psychiatric hospital were categorized into two main 
themes with sub-themes.  These themes and sub-themes are set out in table 3.1. 
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Table 3.1:  Identified Themes Related to Perceptions of Multi-professional Team Members of What 
Should be Included in a Therapy Programme for Adolescents Admitted to a Psychiatric Hospital 
    
MAIN THEMES 
THEME 1 THEME 2 
The unique skills and contributions of mental 
healthcare professionals are essential to an 
adolescent programme 
An adolescent therapy programme should be 
holistically structured in order to be effective. 
SUB THEMES 
1.1    The multi-professional team running the 
programme consists of a variety of 
professionals. 
2.1 The mental health status of the adolescents 
should be assessed before they enter the 
programme. 
1.2    The professionals need a variety of skills in 
order to run a programme for adolescents. 
2.2 An adolescent-friendly environment should 
be created. 
1.3    Owing to the overlapping of the skills of the 
professionals in the multi-professional 
team, clarification of their roles and 
functions is needed. 
2.3   The programme should be structured and 
flexible 
1.4 The personal attributes of the professionals 
working in the multi-professional team 
could have an impact on the programme. 
2.4    A family-centred approach should be 
followed. 
 2.5 Group therapy should have a strong 
emphasis on peer-centred learning and 
support. 
2.6 Various stimulating activities should be 
included. 
2.7   Individual counselling should be used as 
required. 
2.8   Suggestions regarding the duration of the 
programme vary. 
2.9   Communication and collaboration amongst 
mental healthcare professionals and the 
adolescents on the programme are critical 
for its success. 
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The themes and sub-themes will now be presented, discussed and substantiated with 
verbatim quotes from the participants. 
 
3.3.1 THEME 1:  THE UNIQUE SKILLS AND CONTRIBUTIONS OF MENTAL 
HEALTHCARE PROFESSIONALS ARE ESSENTIAL TO AN ADOLESCENT 
THERAPY PROGRAMME 
An in-patient therapy programme that addresses the mental health needs of adolescents 
requires a multi-professional team approach.  Because the health needs of adolescents are 
constantly changing they require professionals who are highly skilled in their respective 
professions and also have specific personal attributes that make them the most suitable 
candidates to provide them with state-of-the-art therapy. The functions and skills of the 
various members of the multi-professional team often overlap due to covering similar 
content in their respective curricula of study.  It requires careful communication and 
planning between members to prevent confusion between the different stakeholders with 
regard to role allocation.   
 
3.3.1.1   Sub-theme 1.1:  The multi-professional team running the programme 
consists of a variety of professionals 
Since the mental healthcare needs of adolescents are complex they require a different 
approach to therapy compared to that of adults because of the developmental stage that 
they are going through.  It is thus not possible for a single profession to cater for all their 
needs.   In order to provide holistic and effective care, it is suggested that various healthcare 
professionals should be included in a therapeutic programme for adolescents.    
 
The members of the multi-professional team shared their views regarding who should be 
included in a therapy programme for adolescents.  
 
“…Ja, because it’s, it’s impossible to have a, a one, like a mono uh, uh, programme, 
where just one uh, discipline is, is, is uh, involved, so you have to look at all, everybody 
who is involved…” Social Worker  
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“…when one thinks of uh of developing a programme and assisting… these uh, children 
in uh, facilities, one really needs to get the multi-professional team’s input…” 
Psychiatric Nurse No. 1 
 
“…you know, their needs are forever changing and the technology is forever changing 
and you know, whoever is going to facilitate these groups, need to be very in tune with 
teenagers…” Psychiatric Nurse No. 2 
 
The participants also had opinions regarding the functions that each professional should 
fulfil: 
 
“...the doctor has to see the patient as well and the psychologist would want to see the 
patient as well and the nurses have their specific duties… I think there is so much that 
OT’s do these days uh, uh amongst other things they do the relaxation and the stress 
management I have come across OT’s as well that was very good at, at putting 
together those kinds of programmes and again…” Psychiatrist No. 1 
 
“…you need a social worker literally assigned to go to the kids house and go and just 
do some little background information of what goes on there ok so, so that you have 
some history on, on just living conditions and what’s going on there so just a brief 
synopsis… then you will have psychologists not necessarily clinical and not necessarily 
counselling psychologists, I don’t think that, that has anything to do with anything at 
the moment… so obviously not research or educational or industrial… social workers, 
nursing staff obviously… and then I suppose the psychiatrist does fit in to the doctors 
role… OT… Physio’s are important as well I suppose in some degree” Psychologist No.1 
 
The aim when selecting a team to present a therapy programme for adolescents is to ensure 
that various healthcare professionals are selected that can contribute in-depth knowledge 
and experience in order to provide the best possible programme for the adolescent.  The 
participants who contributed to this study suggested that the following professionals should 
be included in a therapy programme for adolescents who were to be admitted to a 
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psychiatric hospital: psychiatrists; psychologists; psychiatric nurses; occupational therapists; 
social workers and physiotherapists.  They had varying ideas about what their functions 
should be.  According to the participants the main responsibility of the doctors and the 
psychiatrists was to prescribe medication and to oversee the medical aspects of the 
adolescent’s admission to the hospital.  They did not expect the medical practitioners to 
provide therapy because they were not considered to be permanent staff members as they 
usually left the hospital after consulting with their patients or attending to other 
administrative functions.  The nursing staff was expected to hand out medication and 
monitor the adolescent as well as to see to their physiological integrity.   
 
According to the one participant, the responsibility for conducting the therapy groups thus 
was the responsibility of the nurses, psychologists, social workers and the occupational 
therapists.  The majority of the participants mentioned that the occupational therapists and 
the nurses could conduct the skills, relaxation and educational groups.  The psychologists 
were mostly nominated for the therapy groups and to a lesser degree the nursing staff as 
well.  The function of the social worker was seen as obtaining collateral information from 
the significant others regarding the admission of the adolescent as well as to assisting in 
restoring broken relationships between the adolescent and their families.  The participants 
agreed that role allocations between the various professional were fluid because they were 
trained in many of the same skills which could sometimes lead to confusion in the 
programme as to knowing who was responsible for what. 
 
Literature confirmed that adolescents who are suffering from mental health problems could 
benefit from programmes run by various professionals such as teachers, nurses, medical 
staff and psychologists who could collaborate with one another (Fontaine, 2009:469 and 
Tonge, Hughes, Pullen, Beaufoy & Gold, 2008:629).  In a study done by Tongue et al.,  
(2008:629), a multi-professional team consisting of a teacher, a psychiatric nurse and a case 
clinician trained in nursing or allied health with a specialization in mental health provided 
treatment for adolescents in a public adolescent mental health care service in Melbourne.  
According to McDonnell, Tarantino, Dubose, Matestic, Steinmetz, Galbreath and McClellan 
(2010:194) teachers, recreational therapists, nursing staff and front-line clinical staff made 
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up the team that provided therapy at a long-term care facility for adolescents in their study. 
Rovio-Johansson and Liff (2012:605-606) describe multi-professional teams that provided 
therapy at Child and Youth Psychiatric Units in Sweden and that nurses had joined these 
teams.   Often psychiatrists are not part of the team but are rather consulted when the need 
arises. 
 
In a study done by Grossoehme and Gerbetz (2004:591-592) the following professionals of 
the multi-professional team were included in a therapy programme at a tertiary-care 
paediatric hospital that provided child and adolescent therapy:  recreational therapists who 
presented group therapy on goal setting; clinical nurse specialists who were responsible for 
facilitating psychotherapy groups; social workers were responsible for conducting family 
meetings and various family based interventions. Certified teachers ensured that children 
did not fall behind in their school work; occupational therapists and assistants were 
responsible for leading occupational therapy groups during which various educational topics 
were discussed. The recreational therapists and the art therapists worked hand-in-hand to 
present, for example, cognitive-behavioural groups; chaplains provided spiritual care like 
focussing on issues like forgiveness; the art therapist planned art projects and addressed 
issues such as coping and self-awareness; registered nurses were responsible for 
coordinating the programme; and the physiatrists and physicians saw to the medical needs 
of the children.  The majority of these professionals held post-basic qualifications and they 
had between three and 27 years of experience in their particular field. 
 
The participants shared their opinions regarding who they thought would be the most 
suitable person to head the programme: 
 
“…I don’t know if it is necessarily about a member of the team I would put in charge, I 
think it would be about the person who has had experience… any health care 
profession… and has got a vested interest in working with adolescents…” Psychologist 
No. 2 
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“And I would say the nurse because I am a nurse, but the nurse is 24/7 there…” 
Psychiatric Nurse No.1 
 
“…in some instances it can be a psychologist in other instances it can be a medical 
doctor.” Psychiatrist No.3 
 
The programme should have a team leader or a co-ordinator according to Rovio-Johansson 
and Liff (2012:606) that will ensure the smooth running of the therapy programme.  The co-
ordinator can fulfil the role of both the team leader as well as being a therapist in the 
programme.  The participants were in agreement that that there should be a team leader or 
a co-ordinator that should lead the programme.  Some of the participants had strong 
opinions about which categories of professionals they thought would be most ideal to lead 
the team.  Others thought that a specific category of professional was not important at all, 
but that the co-ordinator should rather have good leadership qualities in order to manage 
the team and lead them to excellence.  
 
3.3.1.2   Sub-theme 1.2:  The professionals need a variety of skills in order to run a 
programme for adolescents  
It is desirable to have highly skilled professionals to drive the adolescent therapy 
programme.  Although the majority of mental healthcare professionals are in essence 
equipped to run therapy programmes for adolescents based on their basic professional 
training, specialized training is advantageous.  When mental healthcare professionals 
continue to specialize in their particular field in adolescent psychiatry, they become true 
experts who can contribute greatly to the therapy programme. 
 
Professionals need to encompass the following skills according to the participants: 
 
“… so I think personally that has to be specially skilled people obviously with, with a bit 
of specialized knowledge uhm, but patience can take you far…” Psychiatrist No. 1 
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“… Ah, with children or adolescents specific, an advance psychiatric nurse.  Uhm, not a, 
a normal psychiatric nurse, no.  She doesn’t have all the skills, and also preferably I 
would like to say a child specialized psychiatric nurse, or they need to have in-service 
training or you know, kind of thing, to look in to uhm, to working with this child…”  
Psychiatric Nurse No. 1 
 
 “Obviously the group therapy should be done by a person that can deal with 
adolescents, that’s got training with running groups with adolescents.  The reason for 
that is that adolescent’s needs are different than adults, uhm, so the intervention 
should be more specific for the group.” Psychiatrist No. 2 
 
The participants were of the opinion that adolescents who were experiencing mental health 
problems required professionals who had additional skills or qualifications in their field in 
order to meet their needs.  One of the participants, for example, mentioned that an 
advanced psychiatric nurse or a nurse who had completed a post-basic diploma in child and 
adolescent psychiatric nursing would be more equipped to deal with the challenges that 
came with working in a therapy programme for adolescents.  Other participants mentioned 
that it would be an advantage if the psychiatrists who were part of the therapy programme 
had specialized in child psychiatry.  It is still beneficial having professionals in the 
programme that have experience working with adolescents even if they do not have 
additional qualifications in adolescent psychiatry. 
 
As stated before, since adolescents differ from adults, they require a unique approach to 
dealing with their mental health problems as they cannot be seen as “mini” adults (Birleson, 
Luk & Mileshkin, 2001:42).  The professionals who are part of the multi-professional team 
should thus be adequately skilled and prepared to meet the needs of the adolescent 
(Graeff-Martins, Flament, Fayyad, Tyano, Jensen & Rhode, 2008:335).  Bobier, Dowell and 
Swadi (2009:307) stated that nurses play a very important role in providing therapy for 
adolescents in their in-patient setting because of their “unique skills sets” and they need to 
be acknowledged for their valuable contribution.  The authors describe as a noteworthy skill 
the nurses’ ability to provide therapeutic interventions that are developmentally 
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appropriate for adolescents who are experiencing mental health problems without 
becoming emotionally involved as parents would.  
 
According to a study done by Kahila, Kilkku and Kaltiala-Heino (2004:243) professionals who 
were responsible for providing an adolescent therapy programme in Finland came from 
various healthcare professions.  They were chosen to become part of this programme based 
on their high level of expertise. 
 
One of the participants stated that advanced psychiatric nurses or psychiatric nurses with an 
additional qualification in child psychiatry were needed in the adolescent programme.  
However, van Rhyn (2006:5) states that the scope of these professionals is not clearly 
defined.  A further problem is that it is estimated that only 10 child psychiatric nurse 
specialists are trained yearly in South Africa which is inadequate for the number of 
adolescents who need in-patient care (van Rhyn, 2006:5).  South-Africa is not alone in this 
regard with Geller and Biebel (2006:251) stating that there was a severe shortage of child-
trained mental healthcare professionals in the United States especially amongst nurses and 
child psychiatrists who could drive adolescent therapy programmes.   
 
Furthermore, other studies indicate that there is a need for post-graduate training courses 
for members of various mental healthcare professions in order to equip them to provide 
better care for adolescents who are experiencing mental healthcare problems (Birleson et 
al., 2001:36).  Two such courses were developed in Wales which focused on inter-
professional collaboration (Fothergill, Northway, Allen & Sinfield, 2011:22).   
 
3.3.1.3   Sub-theme 1.3:   Owing to overlapping of the skills of the professionals in 
the multi-professional team, clarification of their roles and functions are needed 
It was stated in sub-theme 1.1 that a variety of healthcare professionals was needed to 
make up the multi-professional team that would drive the therapy programme for 
adolescents.  Because all mental healthcare professionals are qualified to provide therapy of 
some sort, overlapping of roles and functions can occur which could lead to confusion 
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amongst team members if roles and functions are not clearly defined and communicated.  
Often the members from the various mental healthcare professions are poorly informed 
about the scope of practice of their fellow healthcare counterparts.  The consequence of 
this is that professionals are not utilising each other’s knowledge and skills optimally to the 
advantage of the adolescent and the therapy programme. 
 
The participants voiced their awareness regarding the overlapping of roles and functions 
amongst health care professionals and the confusion that could result from it. 
 
“…a doctor that will sit with the patients and discuss different types of medications and 
the side effects, it can be done by a pharmacists, it can be done by a doctor, but a 
doctor will then uhm, look at all the side effects because the social worker cannot do 
that, the psychologist cannot do that uhm, the OT cannot do that maybe the nurses 
can but, the, more the doctor will, will have a more better understanding of, of the 
impact that medication does…” Social Worker 
 
“…you now we don’t know enough about the, the different, what you guys do… there’s 
this like cross over between a psychologist mostly and what they do so, so I think it is 
quite a, other than the therapy work and, and doing all that, the counselling 
psychologist and the OT do very much similar things except for therapy…” Psychologist 
No. 1 
 
 “…because there is lots of fights going on there as well we’ve got broad knowledge of 
across the board but you know sometimes they need more intensive psycho-therapy 
that we can…, but we (Participant refers to the registered nurse here) are quite limited 
in that and you then obviously the psychologist will be more involved with the therapy 
side, you know we can do presenting skills that is very structured uhm, and that is 
really, we can easily do but then when it comes to psych, and evaluations, I would say 
the other multi-disciplinary team members need to be involved like your OT, they can 
do the, the occupational therapy assessments, uhm, if need be, you know, we can refer 
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to the social worker but I don’t think it is necessary that the social worker should be in 
there …” Psychiatric Nurse No. 2 
 
The participants confirmed what was stated in the literature because their view highlighted 
that many healthcare professionals were ignorant about what each of them could 
contribute to the programme.  A few of the participants, for example, focused on how the 
social worker could contribute by obtaining collateral about the client from the families and 
being unaware that the social worker could play a vital role in helping to mend broken 
family relationships.  With regard to roles that overlap, some participants mentioned that 
they had an idea which professionals could facilitate therapy or activity groups similar to 
theirs but were not quite sure who were best equipped to do so.   
 
Fontaine (2009:165) states that the various professionals that provide care to mental health 
users are all trained based on the philosophical and theoretical principles of their disciplines 
and here overlapping of skills often occurs.  These professionals are collectively referred to 
as the multi-professional team.  Co-operation amongst members of the multi-professional 
team is of cardinal importance for the success of a therapy programme for adolescents 
because the therapy that they require cannot be provided by a member of a single 
profession alone (Rovio-Johansson & Liff, 2012:606).   One of the fundamental issues that 
hinders collaboration amongst professionals is that they are not aware of the scope and 
practice of each profession.  Such a lack of awareness leads to confusion amongst the 
professionals as to who is responsible for which aspects of the programme (Andersson & 
Liff, 2012:836).  The dilemma that all the members of the multi-professional teams are 
confronted with according to Fontaine (2009:169) is that they need to forget about working 
in professional silos but instead to integrate the therapy that is planned for the adolescents.  
They need to communicate with one another about what the patient needs and forget 
about personal gain.   
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3.3.1.4    Sub-theme 1.4:  The personal attributes of the professionals working in 
the multi-professional team could have an impact on the programme 
As discussed in sub-theme 1.2, it is preferable that professionals who are presenting a 
therapy programme for adolescents have specialized training and experience in order to 
ensure the success of the programme. However, they should also have certain personal 
attributes that make them especially suitable for working with adolescents.  Adolescents 
and adults often find it difficult to communicate with each other because of the generation 
gap that exists.  Therefore, the professionals who are part of the programme should be able 
to bridge this “gap” and build a trust relationship with the adolescent that will assist them to 
open up with regard to their feelings.  
 
The participants shared their views about what they thought the personal attributes should 
be that personnel should encompass if they were to work successfully in an adolescent 
therapy programme:  
 
“…That’s why I say that the personnel working with these type of children-adolescents 
is extremely important and they should be assessed before they come and you must 
also as the worker know, can you handle these children, can you work with them, uhm, 
do you get irritated quickly uh, what is your frustration level, you know, what type of 
disciplinarian are you, what style do you use, because if you’re an autocrat you’re not 
going to win, you’re just going to lose your uhm, children all the way…” Psychiatric 
Nurse No. 1 
 
“…I don’t think it is for everybody to be honest you know, I think if you really uhm, if 
you get frustrated easily, if you are impatient, uhm and if you are not in the mood for 
challenging behaviour, and you don’t have a sense of humour, I don’t think you should 
be doing this, you really have to have a sense of humour as well and an appreciation of 
teenagers… they really need to be passionate uhm, and not just someone that wants 
to get a job done you know, and be far away from teenagers you really need to be able 
to tolerate their challenging behaviour…” Psychiatric Nurse No. 2 
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It is evident from the responses from the participants that they felt strongly that the 
professionals who were presenting therapy programmes to adolescents should have a 
special affinity for dealing with adolescents.  They were of the opinion that, although all 
health professionals were trained and skilled in presenting therapy not all of them were 
equally suitable to be included in therapy programmes from a personality point of view.  
According to the participants, some professionals had the ability to meet the adolescents on 
their level without too much effort and they were also readily accepted by adolescents.  This 
allows for the therapy programme to run more smoothly because both the staff members 
and the adolescents will feel at ease with each other.  Placing a professional in the therapy 
programme for adolescents who do not enjoy working with them and do not know how to 
relate to them can jeopardize the therapy process and do more harm than good.  In the 
“ideal world” professionals should be hand-picked in order to ensure that only those who 
really relate well with adolescents should be part of the programme. 
 
Ellilӓ et al. (2007:591) and Gatta, Pertile, Testa, Tomadini, Perakis and Battistella (2010:815) 
observed that developing a satisfying interpersonal relationship between the professional 
and the adolescent, was the “raison d’être” for in-patient hospital therapy.  According to a 
study done by Moses (2011:126-127) adolescents found that having meaningful 
interpersonal relationships with staff members was one of the most helpful aspects of being 
part of an in-patient hospital programme.  In order for them to relate well with staff 
members, the professionals had to have certain characteristics such as being good listeners 
and being easily approachable.  The adolescents wanted to feel as if the staff cared about 
them as individuals instead of just “being a number” and that they were supportive.  
Another important aspect mentioned by Moses was that staff should not be judgmental 
because that was the very thing that adolescents had to put up with at home with their 
parents that they did not find helpful at all.  In addition to what Moses stated, Biering 
(2010:68) indicated that the personnel that were providing therapy for adolescents should 
also be understanding, friendly and have empathy when dealing with them.   
 
Cosgrave and Keating (2006:150) have stated that when therapists are communicating with 
adolescents they should use adolescent-friendly language so that they will understand what 
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has been said and feel comfortable.  Delaney (2006:203) made an insightful comment when 
she indicated that personnel dealing with adolescents should do so “in the moment”.  As 
things are happening in the hospital with the adolescents, the staff member is responding 
almost intuitively.  In other words, they are sensing what the adolescent needs in that 
moment more than they are relying on a “mental check-list” of what needs to be done.  
They are thus “responding from who they are rather than what they know”.   This attribute 
of these personnel makes them an asset to have on the adolescent therapy programme. 
 
3.3.2    THEME 2:  AN ADOLESCENT THERAPY PROGRAMME SHOULD BE 
HOLISTICALLY STRUCTURED IN ORDER TO BE EFFECTIVE 
In order to ensure the success of the adolescent therapy programme, various aspects should 
be attended to.  Once adolescents enter the hospital, they should be comprehensively 
assessed in order to determine their needs so that an individualized treatment plan can be 
developed for them.  They will then be allocated to therapy groups based on their diagnosis.  
An adolescent-friendly environment should be created by ensuring that the physical 
environment is both a safe and a happy place for them to be.  The focus of the programme 
should be on group therapy enabling adolescents to work on their problem in a peer- 
supported environment.  Where needed, individual and family therapy should also be 
provided.  The secret of the success of this therapy programme for adolescents lies in the 
collaboration between the members of the multi-professional team.  
 
3.3.2.1   Sub-theme 2.1:  The mental health status of the adolescents should be 
assessed before they enter the programme 
On admission to the psychiatric hospital or as soon as possible, adolescents should undergo 
a comprehensive assessment in order to determine their needs.  Based on their identified 
needs or psychiatric diagnosis, they can then be allocated to therapy programmes.  
Treatment plans should be individualised.    
 
The participants stated that adolescents should be assessed when they were admitted to 
hospital in order to determine their individual therapy plan based on their needs: 
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“…Uhm you need to asses them individually and their assessment needs will then 
indicate for you, ok uhm, we can do this and this with them and this and this…”  
Psychiatric Nurse No. 1 
 
 “…part of the assessment should be, what is the primary diagnosis or the primary 
illness, and what do we need to address, so a good assessment to see, do they need 
coping skills, do they need stress management and so forth…” Psychiatrist No. 3 
 
“…you might need to tailor the type of intervention according to what that problem 
is…” Psychologist No. 2 
 
Most of the participants agreed that the adolescents should be assessed when they were 
admitted to the psychiatric hospital in order to determine what their needs were, then be 
allocated to therapy groups based on their needs because they would not all have the same 
problems and that assessment should not only take place on admission, but that it should 
be done regularly in order to determine if the adolescent was making progress and whether 
or not the therapy plan needed to be adjusted.  The progress notes would indicate to the 
team when the adolescent was ready to be discharged because he or she had reached 
his/her therapy outcomes. 
 
According to Stuart (2013:693-694) the adolescents should first be thoroughly assessed 
before any therapy or interventions can be planned for them. The adolescent should be 
assessed within a reasonable time after being admitted and all aspects of their lives should 
be assessed.  Data collection should ideally include present and previous functioning and a 
variety of assessment tools could be used for this purpose such as the Children’s Global 
Assessment Scale (CGAS).  According to Bettmann and Jasperson (2009:163) the adolescents 
function in several areas such as family, school, peers; and daily routine should also be 
assessed.  If the adolescent has a Children’s Global Assessment Scale score of 50 it warrants 
admission to a psychiatric hospital.  Laget, Sofia, Bolognini, Plancherel, Halfon and Stephan 
(2006:549-550), used two types of assessment in their study:  firstly, they did a baseline 
assessment which provided an International Classification of Diseases version 10 (ICD-10) 
57 
 
Diagnosis; and secondly, they performed an Adolescent Drug Abuse Diagnosis (ADAD) which 
focused on the following assessment areas: medical status, school history, social activities 
and relationships with their peers, family relationships and background, psychological 
functioning, delinquent or criminal behaviour, drug use and alcohol use.  
 
The assessment can be done by various professionals such as psychiatrists, psychologists, 
occupational therapists, speech therapists or language therapists, depending on the needs 
(Kennair, Mellor & Brann, 2011:24).  In order to provide a comprehensive picture of the 
presenting problem of the adolescent, data could also be collected from significant others 
like parents (Stuart, 2013:693-694).  Cosgrave and Keating (2006:149) mention that it is 
important to share the findings of the assessment with the adolescent so that he/she can 
understand how things have developed over time until he/she has landed in hospital.   Laget 
et al. (2006:549-550) stated that when an adolescent was admitted to a psychiatric hospital, 
it affords the professionals the opportunity to observe them as well to assess them in a way 
that was not possible when they were not in hospital which made it more difficult to 
observe their behaviour. 
 
The purpose of assessment is not only to identity the adolescents initial needs or to 
diagnose him/her, but also to monitor his/her progress throughout the therapy process.  
According to Laget et al. (2006:549-550) there should not only be a reduction in the 
psychiatric symptoms of the adolescent if he/she is improving, but he/she should show signs 
that he/she is improving in other problem areas for example, his/her social life.  
 
3.3.2.2   Sub-theme 2.2:  An adolescent-friendly environment should be created  
In order to present an adolescent-friendly therapy programme, careful attention should be 
paid to the hospital environment to which the adolescent will be admitted.  Firstly, the 
physical environment should be safe in the sense that that the person will be free from 
harm; and secondly, the environment or milieu should be aesthetically pleasing in order for 
the adolescent to feel at home so that he/she will benefit from the programme. 
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The participants shared their views about what they thought an adolescent-friendly 
environment should consist of: 
 
“Their, their taste might differ quite radically and I think you need to try and find out 
what is the trend at that stage.  Uhm, they are still between, they still go for the labels 
at that age, so you need to get your labels right.  Uhm, and that is going to take a lot 
of open-mindedness from the work, to, to, to adjust to that.” Psychiatrist No. 2  
  
“…So, in order for a person to become better, your environment has to be an optimal 
thing, so it needs to be a friendly environment and you will be playing some music, you 
know, everybody needs to be walking around with a smile on their face and that also 
helps the person with getting better….” Occupational therapist No. 1 
 
“…I think if you look at the adolescent, uhm, and you look at what happens in the adult 
unit, uhm, one of the most important things is, is making sure that your environment is 
not, in inverted commas, boring.  That there is stuff that they can do when they are not 
assigned to groups…” Psychiatrist No. 3 
 
It is evident from what the participants said that the environment should be warm, 
welcoming and it should include things that would make the adolescent feel at ease.  The 
appearance of the environment and what is included in the environment could thus hamper 
or contribute to the success of the therapy programme.  The participants mentioned that 
there should be enough space in order to conduct the various therapy groups and there 
should also be space outdoors for the adolescents to do exercise or to relax.  During their 
free time the adolescents should be able to have recreation areas where they can go and 
amuse themselves or visit friends and family.   
 
The term “adolescent-friendly health services” was approved by the World Health 
Organization in order to serve as an outline to guide service providers to deliver the best 
possible healthcare to adolescents (McIntyre, 2002:25).  McIntyre (2002:28) further stated 
that the environment should be clean and neatly painted.  There should also be posters on 
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the walls that the adolescents would be interested in.  Bean, White and Lake (2005:52) are 
of the opinion that the adolescent environment should be “home-like” in order for them to 
feel comfortable.  Geanellos (2002:174) is in agreement with the statement of the previous 
authors that the environment should be home-like, not like a hospital environment at all.  It 
should be one where nurses jump on trampolines, play snooker or share meals with 
adolescents.  Berg-Kelly (2003:1241) mentioned that the following aspects should be 
considered in an adolescent psychiatric hospital: it is essential that the adolescents should 
have some privacy; therefore not more than two persons should share a bedroom.  
Telephones should be available for use for those adolescents who do not have access to 
their own cell phones.  The hospital should be furnished with appropriate décor and 
furniture that will also allow enough space for adolescents to enjoy visits from their friends.  
Lastly, another important aspect is that there should be entertainment areas for the 
adolescents. 
    
The participants also shared their opinions about what the requirements are in order to 
ensure the physical safety of the environment:   
 
“…safe guard them against you know, uh uh, being physically assaulted or sexually 
assaulted by other patients….” Psychiatrist No. 1 
 
“…I think if teenagers are going to be having groups, that they should try and keep it in 
an isolated area uhm just for their safety…” Psychiatric Nurse No. 1 
 
“…I think that the adolescent can’t be with the older men, I think that there is various 
risks involved to that uhm, there is sexual things that might be happening in the ward 
when nobody is watching, there might be uhm, behaviour that are learnt, that is not 
healthy and you know, also, he might make a dodgy friend….” Occupational Therapist 
No.1  
 
The participants were very conscious about the safety of the adolescents because they were 
of the opinion that they were at a vulnerable age and could easily be exploited by adults.  
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The majority of the participants thought that it would be a good idea to have a separate 
hospital for adolescents only.  If it is not possible to have a hospital entirely just for 
adolescents, they suggested that the adolescents should be kept in a separate ward away 
from adult patients.  There should be no way for the adolescents to mingle and have contact 
with the adults for their own safety. 
 
Delaney and Hardy (2008:23) stated that there should be enough room for young people to 
move about so that they do not feel restricted yet at the same time, personnel should be 
able to keep a watchful eye in order to ensure that the patients remain safe at all times.  
There should be dedicated areas where therapy or activity groups for example can be 
conducted that are separate from the areas where the adolescents can go to be on their 
own.  According to Delaney and Hardy (2008:21) the environment should not only cater for 
the physical safety of the adolescent patient but should also address their psychological 
safety.  Grossoehme and Gerbetz (2004:590) stated that the environment should assist 
adolescents in dealing with their problems. 
 
Moses (2011:128) reported in his study that some adolescents stated that they felt safe in 
an environment where there was a lot of structure because it distracted them from their 
troubles and it thus prevented them from acting out distressing thoughts.  Adolescents were 
less likely to harm themselves if all harmful objects were removed from their environment 
as well as when personnel did regular checks to see that the patients were still fine. 
 
3.3.2.3    Sub-theme 2.3:  The programme should be structured and flexible 
There should be a fine balance between structure and flexibility in the therapy programme 
for adolescents.  Adolescents need a certain amount of structure in order to function 
optimally which is often something that they struggle with prior to admission.  At the same 
time, the programme should not be so rigid that it does not allow them some leeway to sit 
out on activities which they do not wish to attend for various reasons.  
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The participants shared their views about how the programme should be structured: 
 
“…and then teach them that this structured day will need to follow them all the way 
through to adulthood, uhm, and incorporate these habits in practice every day like 
encouraging exercises…” Psychiatric Nurse No. 2 
 
“…your programme can’t be just one side of the board you have got to be able to 
design different programmes to suit the different needs… whatever programme you 
design, it’s got to have structure and it’s got to be suited to the age so there are 
younger children and there are older children who are going in to adolescence and 
even late adolescence.  So it is going to be age appropriate as well… ” Psychiatrist No. 
3 
 
“…they really need boundary settings… we let them understand you know, that you’re 
here to learn, lots about themselves and their dating activities is definitely for 
somewhere else not here. ” Psychiatric Nurse No. 2 
 
The participants stated that it was important that the programme should be flexible too:  
 
“…so some kind of structure, but it is also a bit flexible… you cannot be rigid, yes you 
need to have your boundaries, but with these adolescents you cannot be so rigid… 
there is a fine line between too much boundary and too much structuredness… You 
have to, have something going on over weekends… you have to have a structured 
programme also over weekends…” Psychiatric Nurse No. 1 
 
 “…we also tried to keep it fun as well…” Psychiatric Nurse No. 2 
 
 “…most of the young kids now a day are smoking and all that kind of stuff, so you 
have to build in smoke breaks and make the sessions probably fairly short, 45 minutes 
you know, just because of the attention span…” Psychologist No. 1 
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The participants indicated that it took careful planning to get the balance “just right” when 
planning a therapeutic programme for adolescents, stating that there should be a good mix 
between therapy, activities and free time.  Adolescents should never feel that they are 
confined to a prison type of setting where their movement and free will are constricted and 
totally controlled by adults or therapists since it would be detrimental to the therapy 
process; however, adolescents do need a certain amount of structure in their day in order to 
aid their recovery process.  There should be various therapy groups to accommodate the 
different problems that the adolescents are dealing with.  It is not possible for one therapy 
programme to be able to cater for all the different needs of the adolescents.  If adolescents 
do not wish to attend a therapy group, they should be allowed to sit out.  Their primary 
therapist should then follow up with them and find out why they do not want to attend; 
what is happening; and ensure that they get back into the therapy programme soon. 
 
Cosgrave and Keating (2006:154) are of the opinion that flexibility lies at the heart of dealing 
successfully with adolescents.  They suggest that professionals who are presenting groups 
should try to accommodate the needs of the adolescents as far as possible, for example, 
shortening the session when they are tired.  It might also be helpful to conduct sessions 
outdoors and to allow for smoke breaks!  McIntyre (2002:25) further stated that 
adolescents would recommend services to their friends that they had experienced as being 
sensitive to their needs.  Moses (2011:126) mentioned that adolescents who participated in 
his study found that the following factors contributed to their experiencing the hospital 
environment as rigid and having a sense of confinement: restricting them from having 
interaction with their peers; the programme being too rigid; not having enough time for 
visitation or visiting time not being flexible enough.  The adolescents were of the opinion 
that some restrictions that were imposed upon them were unreasonable.  The adolescents 
did not appreciate the fact that they had to attend compulsory group-therapy sessions 
although they did understand the need for having rules and routine.  Piersma, 1986 (as cited 
by Grossoehme and Gerbetz, 2004:590) found that the adolescents being studied were of 
the opinion that the group therapy sessions that they had received lacked sufficient 
structure, which indicated the need for structure.   
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Delaney and Hardy (2008:24) emphasise that there should be enough structure built into 
groups in order for patients to complete activities.  In order to achieve this they state that 
careful planning should be done; there should be sufficient staff to assist based on the 
needs of the patients; and flexibility should be maintained.  
 
3.3.2.4   Sub-theme 2.4:  A family-centred approach should be followed 
The adolescent who is admitted to a psychiatric hospital usually comes from a family, be it 
family of origin, foster family or adoptive family.  The adolescent will usually return to that 
family once he/she is discharged.  It is thus imperative for the family to be part of the 
therapy process in order to support the adolescent as well as to work on their issues as a 
family.  Often the adolescent is not the only person in the family who needs to work on 
issues. 
 
The participants emphasized the important role that families play in the therapy process: 
 
“…the parents would have to be brought in for sessions, so you have to, have some sort 
of a group, group work with the parents and, and it can either be, or ideally it will be 
individual sessions with the parents but perhaps support group work with all… So, so 
you need a programme for the parents, you need a programme for the individual, the 
adolescent and you need a programme for the parents and the individual together…”  
Psychologist No. 1 
 
 “…the family needs to be included all the time, uh, because they will go back to the 
family…” Occupational Therapist No. 1 
 
 “In adolescents also, a part of the therapy would include family therapy uhm, that is 
very important in the sense of that, a lot of the problems also stem from the family 
situation and the family dynamics.   And therefore, you don’t just have one patient, 
you’ve got the patient in the hospital and the two at home that you need to address.” 
Psychiatrist No. 2 
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It is clear from the interviews that the participants felt strongly that the families of the 
adolescents should be included in the therapy programme.  During family sessions 
adolescents and families could learn how to resolve problems in a safe environment and 
also learn new skills, for example, how to communicate effectively with one another.  Family 
therapy can be presented in various forms; there is also a place for parents of adolescents to 
meet with one another so that they can form support groups.  Sharing parenting ideas with 
other parents who are also having difficulties with their adolescents might have a positive 
influence on how they try to manage problem situations in future.  Ideally family therapy 
should start whilst the adolescent is in hospital and follow-up sessions should be scheduled, 
if at all possible, for when the adolescent is discharged.  This will ease the transition back in 
to the “real world” and both the adolescent and the family can benefit from continued 
support over a period of time. 
 
Various viewpoints about family therapy were found in literature.   Keitner (2010:5-7) is of 
the opinion that mental health professionals do not receive adequate training to provide 
family therapy nowadays, and they therefore do not initiate this in practice.  Evidence 
suggests that family therapy could play a role in the treatment outcome of adolescents who 
are diagnosed with conduct disorders, attention-deficit disorders, depression, anxiety, 
eating disorders and obsessive-compulsive disorders.  Some of the basic premises of family 
therapy include drawing in as many members of a family as possible, fostering direct and 
open channels of communication, emphasising family strengths and their responsibility to 
change as well as focusing on current problems.  Keitner (2010:5-7) has further stated that 
not all families are eligible for family therapy; however, meeting the families of the 
adolescents, helps the professionals to assess the social system that the adolescent hails 
from.  This then helps the professionals to identify the strengths and support systems that 
are available for the adolescent that will help make the therapy process a success. 
 
A study conducted by Namyslowska and Siewierska (2008:62) found that parents often did 
not refuse to be part of family therapy when their adolescents were admitted to a 
psychiatric hospital.  The reason for this is not that they are necessarily agreeing to be part 
of family therapy but rather that they do not wish to be viewed as a problematic family.  
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This then creates an ethical dilemma according to the authors as to whether or not to 
continue with the parents in family therapy.  
 
Tonge, Hughes, Pullen, Beaufoy and Gold (2008:633) mentioned in their study that 
adolescents were more conscious of problems in their families than their parents and that 
this was an area of particular concern to them.  Bettmann and Jasperson (2009:166) 
reported in their study that there were a number of in-patient settings that provided family 
therapy as part of their adolescent therapy programme. Barth, 2005 (as cited in Bettmann 
and Jasperson, 2009:166) found that adolescents made good progress when their therapy 
programmes included both peer and family aspects.  Weber (2009:4) stated that the 
function of the family therapist was to assist the parents and the adolescent to find creative 
ways to deal with challenging situations at home.  
  
According to Ellilӓ et al. (2007:589) family-centred care was the predominant nursing 
ideology of care in adolescent psychiatric wards in Finland.  Family sessions were scheduled 
once every third week and were mainly facilitated by a social worker according to a study 
conducted by Hintikka et al. (2006:58-70) as opposed to one to two hours weekly according 
to a study conducted by Kennair et al. (2011:24).  Hintikka et al. (2006:58-70) recommend 
that family sessions should be included in a multi-modal therapy programme for the 
adolescents as would assist with their rehabilitation.  
 
3.3.2.5    Sub-theme 2.5:  Group therapy should have a strong emphasis on peer-
centred learning and support  
According to the attention participants gave to the topics, group therapy could be seen as 
the axis around which the whole adolescent therapy programme revolved.  During 
adolescence being with peers and being accepted by peers is a very crucial aspect of 
development and it is thus essential to use the peer group as part of the therapy process. 
 
The participants had the following opinions regarding why it was essential to include group 
therapy in a therapy programme for adolescents: 
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“…So group activities it will be one of the basic things uhm, because if you do 
treatment with them on individual basis, then it takes longer for them to grasp but if 
they are in a group environment it is easier for them, because it also provides a little 
bit of a discussion and then they will uh, some of the things that they were not seeing 
there and then once they see other people that they have interpretation better, uh 
different interpretation from, from themselves then they will able to get that 
information… But the primary thing, it must be more in to uhm, group therapy in, in 
working with them  because you get them to speak more in to groups than in to, then 
you’ll, you’ll have better breakthrough in the group sessions because they can identify 
and sometimes things that they will, they, they, they will not open up in an individual 
basis but when they see other children opening up, about those issues, uhm, and then 
they felt, ok, it is not a shameful thing, it is not something, I am not alone in this thing.  
Then they will open up… group psycho-therapy…”  Social Worker 
 
“…adolescents learns so much more from one another they must be actively involved 
and their peers must learn one another, not the uhm, therapist or the leader” 
Psychiatric Nurse No. 1 
 
“…And you know, if there is something that they can discuss with the group, then the 
other group members can also just give a little bit of feedback and uhm, help them I 
suppose.  Ja, a lot of group work, it’s group, group, group work. You just throw them to 
a group and the group sort them out as well.  The peer pressure is immense, you know, 
it is very powerful for these adolescents and I, for us as well so ja, you can use that 
type of uhm, therapy as well….” Psychiatric Nurse No.2 
 
“I do think that individual and group therapy are beneficial uhm, in adolescents…” 
Psychiatrist No. 2 
 
The majority of the participants felt strongly that there should be a strong emphasis on 
group therapy in a therapy programme for adolescents because it would enhance their 
recovery process.  They argued that adolescents needed support and interaction from their 
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peers more than direct input from therapists due to the developmental stage that they were 
in.  During adolescence identification and communication with peers are very important to 
them and can be used in the therapy process. 
 
Literature seems to support what the participants said.  Bradley-Corpuel (2013:580) is of the 
opinion that group therapy is the preferred method of therapy for adolescents because they 
will receive acceptance and support from their peers which will help them to deal with their 
problems.  Bradley-Corpuel (2009:730) describes the following advantages that adolescents 
could derive from participating in a therapy group with their peers:  it is easier for 
adolescents to be corrected on their less positive behaviour by their peers than from adults.  
By sharing their expectations with their peers, it helps them to bond with others in the 
group.  The group setting provides a safe platform for them to share their feelings and peers 
can identify with their feelings.  In the group situation adolescents can learn how to form 
healthy relationships with others.  The group also provides a safe environment for 
adolescents to try out using new coping mechanisms.  Dialogue between adolescents takes 
place in a safe, controlled environment. 
 
According to a third of the participants who took part in a study conducted by Moses 
(2011:127) they found that group therapy was one the most helpful features of being in 
hospital.  It assisted them to share their feelings with others who would provide acceptance 
and help them to feel less isolated because they would realise that their peers had problems 
too.  Mӧhlen et al. (2005:85) stated that children in their study reported that it was 
essential for their welfare to be with peers in a group in order to deal with their mutual 
problems and to learn from the experiences of others.  Fontaine (2009:180) is of the opinion 
that because adolescents can talk and reason their behaviour and thoughts, it is not 
necessary to engage them in play or activity therapy like with children.  According to the 
author, group psychotherapy is more appropriate for them because it allows them to talk 
about their feelings.  She is also in agreement that group therapy is more appropriate for 
adolescents than individual therapy because peers provide valuable support to one another. 
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The participants shared their opinions regarding when and how adolescents should be 
allocated to groups: 
 
“…individual needs to be more or less stable, stable uhm, maybe on medication or, 
they cannot be emotionally unstable, uhm, like extremely manic or extremely 
depressed or extremely suicidal or  needing to self-harm and still cutting and that, so 
we to get them just a little bit stable to be in groups for them to be able to participate 
meaningful…” Psychiatric Nurse No.2 
 
 “…you can have two units of care, meaning if you know that a child is admitted with 
mainly a psychotic disorder, you could have a programme that is designed for children 
who present with psychotic disorders uhm, and if the child presents with a mood 
disorder, you could have a programme that focuses on mood and anxiety disorders 
and how to deal with anxiety for example…” Psychiatrist No. 3 
 
It was important to the participants that the group members should be carefully selected for 
placement in the therapy groups and that members should be more or less on the same 
level of functioning, because by placing a patient who was hyper-active in a group with 
mainly depressed patients would disrupt the group process.  They commented that there 
should thus be different therapy groups so that each adolescent could slot into the group 
that would be most appropriate for their needs. 
 
Some participants were of the opinion that adolescents with substance-induced problems 
should not be allocated to same therapy groups as those with mainly psychiatric problems: 
 
“…I would say keep your drug and alcohol mainly, very separate from your others that 
aren’t using, or abusing substances, they are definitely a different uhm, category all 
along and should be separate just because they can be quite influential for the others 
and quite a bad uhm, influence as well…” Psychiatric Nurse No. 2  
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The participants were in two camps about whether there should be separate therapy 
programmes for adolescents who abused substances or whether they should be 
accommodated with those adolescents who had mainly psychiatric problems.  The majority 
seed to agree that there should be separate therapy groups for substance abusers but that 
they could join the rest of the adolescents for skills groups and other activities.  The reason 
for separating the substance abusers from the other adolescents during therapy was that 
they needed to focus on different aspects such as rehabilitation. 
 
The participants expressed that time management should be taken into consideration when 
structuring the programme. 
 
“…it should be an eight hour day, Monday to Friday and not to waste the whole 
weekend, they should actually do a Saturday morning as well rather than letting the 
people do nothing, I think that, if they are going to be in there over the weekend, the 
weekend also needs to be structured rather than just having it open…” Psychologist 
No. 1 
 
 “…the depressed person would be able to, to manage let’s say three or four hours a 
day, the patient with schizophrenia maybe just two hours a patient with substance 
abuse maybe five hours so I think you need to, to, to ask the consumer as well, or you 
know look at the consumer of, of the service but I think as a general rule uhm, one 
always are in danger of, of putting too much in to a day, remember we are dealing 
with your teenagers, so they need time to go sit on Facebook and, and the social media 
and interact and mingle uhm, keeping them you know actively occupied….” 
Psychiatrist No. 1 
 
“…we usually see them for about half an hour to 45 minutes uhm, their concentration 
span is usually 20 minutes to half an hour.  And then for the rest of the time, we doing 
something relaxing, like playing football…” Occupational Therapist No. 1 
 
70 
 
“… I think if the sessions are going to be longer than an hour, then you definitely need 
breaks...” Psychiatrist No. 3 
 
They suggested that groups could be scheduled in such a way that therapy sessions were 
alternated by activity groups so that adolescents did not get bored and that group sessions 
should also have regular breaks because adolescents had a short attention span and some 
of them also smoked.  The participants did not all agree on whether or not there should be 
therapy groups scheduled over weekends.  They said that during week days the programme 
should be structured.  They did however state that it was important that there should be 
enough time built in to the programme for adolescents to relax on their own and to spend 
time with friends and family.  
 
Kneisl and Trigoboff (2009:809) stated that in-patient groups could meet every day and that 
the duration of the sessions would depend on the characteristics of the groups. Usually 
group sessions are 45 to 50 minutes in duration and usually patients join groups when they 
are admitted to hospital and then terminate with the group when they are discharged.  
Normally in-patient groups are open groups and will allow new members to join after the 
first session and they maintain more or less the same number of members by replacing 
those members who are discharged.  It is compulsory for members to attend therapy 
groups.  Möhlen et al. (2005:83) placed strong emphasise on the fact that group sessions 
were structured and that it was compulsory for adolescents to participate since the therapy 
programme revolved around group therapy.  Group therapy sessions lasted between two 
and three hours.  Kennair and Mellor 2004, (as cited in Kennair et al., 2011:22), stated that 
Australian adolescent day therapy programmes were presented by a multi-professional 
team, were presented three days a week and lasted for four hours. 
 
According to the participants, the age groups of the adolescents should be considered when 
allocating them to groups because their developmental needs usually correlate with their 
age and they should join groups that address their needs. 
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“…So we had a group of about 12 ok, and they were mixed uhm, boys, girls and the 
age group was from about 13 to like 16 years old ja, we tried to keep them more or 
less in the same age groups because you know there is quite a big difference from age 
13 to 18…” Psychiatric Nurse No. 2 
 
“…so separation between the older and the younger and also the intellectually 
impaired and the not intellectually impaired…” Occupational Therapist No. 1 
 
All the participants agreed that groups should include both girls and boys in order help them 
to learn how to socialize appropriately with the opposite sex.  In order to make this work, 
proper boundaries should be set during the first group session and the consequences of not 
conforming to the rules should be explained to them.  The younger and older adolescents 
should also form separate therapy groups because their needs differ greatly and it is not 
desirable to cater for needs of both in one group. 
 
In-patient therapy groups are usually heterogeneous in nature because the members who 
are allocated to a group may differ with regard to their personalities and their 
characteristics.  Prospective members may not always be equally excited about joining a 
group and may even be resistant, but; it is still important when selecting group members, to 
consider their age and background, for example, and see whether they will fit in with the 
other group members (Kneisl & Trigoboff, 2009:809).  
 
Redston-Iselin (2013:708) is of the opinion that it might be beneficial to divide adolescents 
in to two groups based on their age because the developmental needs of a 13-year-old will 
be very different from to that of a 17-year-old.  The author proposes that the 13-15-year- 
olds should form a separate group from the 16-17-year-olds.  The first group will probably 
focus on issues such as learning how to cope with conflict as they are searching to become 
more independent from their parents whereas the second group will be dealing with 
developmental matters such as sexual orientation; dating and sex as well as planning in 
which direction they are going to study. 
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The following suggestions were given with regard to the ideal size of the groups: 
 
’…my ideal size, it will be eight, uhm, six, it is uhm, an acceptable uhm, six is an 
acceptable…’’ Social Worker 
 
“There a group anything between five and six, if you go above eight, then the group is 
a little bit too big.” Psychiatrist No. 2 
 
“…It all depends on what activity, if you are going to have just a general, like a movie, 
then, then it could be 20 - 30 people, if you are going to have a group discussion where 
you are going to speaking about problem solving; decision making and conflict 
management, then you need smaller groups…” Occupational Therapist No. 2   
 
The participants agreed that therapy groups should be small with the average group size of 
eight participants which would allow all the members to get individual attention and allow 
them enough time to participate.  But there need not be any limitation on the size for 
activity groups such as relaxation therapy and the size would probably be determined by the 
size of the venue.  
 
In a study conducted by Grossoehme and Gerbetz (2004:590) groups usually comprised four 
to 10 adolescents.  In a study conducted by Kennair et al. (2011:23) six to eight adolescents 
between the ages of 12-18 years attended the out-patient therapy group being studied.     
 
The participants had the following views regarding the type of therapies and skills that 
should be included in a therapy programme for adolescents:  
 
• Cognitive and behavioural types of therapy 
“…thought control, emotional control…” Psychologist No. 1 
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“…psychotherapy is concerned, I usually think from the age of 12 upwards, cognitive 
behaviour therapy, for me, is the way to go…” Psychiatrist No. 2   
 
In a study done by Grossoehme and Gerbetz (2004:590) the theoretical underpinning of the 
hospital/programme being studied was cognitive-behavioural.  Staff taught the patients that 
changing how people acted and thought could help them to change how they felt.  In their 
study participants rated the goals group and the psychotherapy group as being the most 
meaningful for them.  McDonnell et al. (2010:193) stated that there was empirical evidence 
to support the theory that dialectical behavioural therapy was effective to treat adolescents 
who were struggling with impulsive behaviour such as self-mutilation and those with 
borderline personality disorder.  Cognitive-behavioural techniques such as drawing and 
writing are suggested as alternatives for adolescents who engaged in self-mutilation in order 
to distract them from mood-altering addictive behaviour (Weber, 2009:3-6).    
 
• Therapy in general 
“…play therapy, some call it activity therapy…” Psychologist No. 1 
 
“Whether it is brief therapy, you know whether you go more psycho-analytic or 
psycho-dynamic in to depth…”  Psychologist No. 2 
 
Weber (2009:3-6) mentioned that the following types of therapy are useful for children or 
adolescents who were exposed to abuse:  Intervention techniques such as play therapy, or 
suggesting that the adolescent write letters to himself or dramatize internal dialogue in 
order to process emotion. 
   
• Complementary and alternative therapies 
 “…I think art therapy, is a brilliant way…  Aromatherapy…” Psychiatrist No. 1 
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“Art therapy can be far less threatening than them sitting in a circle and having to 
speak out you know and especially at that age when a lot of them don’t want to open 
up…” Psychologist No.2 
 
Music therapy is a non-invasive therapy approach that can help adolescents to improve 
their socialization skills, increase activity and to decrease psychotic symptoms (Covington, 
2001:59-60).  Sawyer, Proimos and Towns (2010:215) agree with the previous authors that 
music therapy should be included. In addition they also support that art therapy and peer 
support should be part of the therapy programme for adolescents. 
 
• Skills 
“…basic life skills…” Psychiatrist No. 1 
 
“…relaxation…” Occupational therapist No. 2 
 
The following types of techniques were used successfully with children and adolescents who 
were exposed to war and trauma:  drawing; games that involved movement and 
communication; psychomotor activities; relaxation and fantasy journeys.  Apparently this 
helped to reduce symptoms of depression, anxiety and aggression whilst increasing self-
confidence and school performance (Möhlen et al., 2005:82). 
   
• Education 
“…psycho-educational programme where uhm, were patients are taught about their 
illness; uh, the type of their illness; the name of their illness; the medication; the role of 
the medication; possible side effects… we are doing substances, the uh, role of 
substances and, and, and pitfalls and uhm, how to avoid falling back in to old habits 
and so on and everything that is involved with substances” Psychiatrist No. 1 
 
“…group discussions like interaction with others, it could be stress management… 
conflict management… and also time management…” Occupational therapist No. 2 
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“… anxiety management, stress management and so forth… psycho-ed…” Psychiatrist 
No. 2   
 
“…conflict management… … insight in to illness…” Occupational Therapist No. 1 
 
Bobier et al. (2009:301) mentioned that the following interventions were included in a 
therapy programme in their study: illness education; anger management; stress 
management; relaxation; medication education; problem-solving skills; self-awareness; 
sporting activity; art activity and individual support.  According to Moses (2011:125) the 
following were included in a therapy programme in his study: group therapy; individual 
therapy; family meetings and therapy; medication adjustment; learning about 
illness/disorder and learning about cognitive and behavioural coping strategies.  
  
Pharmacotherapy is suggested when adolescents experience debilitating anxiety; insomnia; 
depression and inability to concentrate.  Weber (2009:3-6) also suggests family and art 
therapy as part of an interdisciplinary programme for adolescents.  
 
“…one should attend to… the different ways that bullying takes place and I’m thinking 
electronically you know, the social media… she was bullied by an adult uhm, through 
Facebook and, and through text messages… I think the teenagers don’t see that as 
bullying, so they need to be educated…” Psychiatrist No. 1 
 
The world around us is forever changing and therapy programmes should be updated 
regularly in order to ensure that the content thereof is still addressing the needs of the 
adolescents.  The social media is one example of an area where potential danger can lurk as 
mentioned by some of the participants, if it is not used with caution.  Some dangers include 
cyber bullying; sexual harassment and Facebook depression (O’Keeffe & Clarke-Pearson, 
2011:801-802). Adolescents spend a lot of time socializing on-line according to Rosen 
(2011). It is thus imperative that adolescents should be assisted to use social media in a 
responsible manner (Veretilo & Billick, 2012:385).  It is suggested that social media are used 
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in the form of a treatment modality for adolescents because they play such an important 
role in their lives.  According to Fontaine (2009:181) online support groups are growing in 
popularity and are an example of how technology could be used for a good purpose.  
 
3.3.2.6   Sub-theme 2.6:  Various stimulating activities should be included 
The saying that all work and no play make Jack a dull boy is true.  When planning a therapy 
programme for adolescents, it is essential to include both structured and un-structured slots 
for various activities to take place.  Adolescents cannot concentrate for long periods of time 
and need to be engaged in physical activities from time to time to help them get rid of their 
pent-up energy and also to revitalise their minds for follow-up therapy sessions.  They also 
need time alone every day to do what interests them.  Besides activities, adolescents also 
need to learn certain life skills in a creative manner. 
 
The participants were of the opinion that the programme should have structured slots 
where fun activities took place: 
 
“…organize a picnic, go to the beach,  uhm, do some fun things… go and watch a 
DVD… let them make candles… listen to some music… sometimes also they just need to 
chill…” Psychiatric Nurse No. 1 
 
“…constructive use of leisure time… Some of them might be interested in Arts and Craft 
or reading or television or movies… and then they could play sports or it could be 
pool…” Occupational Therapist No. 2 
 
It was evident from the interviews that the participants felt that it was important too that 
the adolescents had the opportunity to create their own “fun” and relaxing experiences 
during free times. 
 
“…That there is stuff that they can do when they are not assigned to groups.  And, and 
that includes uhm, physical activities, we know that they like to uh, play games for 
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example, so if you can, you should at least have a corner where they can go and play 
uhm, some of their games on a console… physical activities, exercises, things like that… 
activities that they enjoy… a range of hobbies that they can choose from as well…” 
Psychiatrist No. 3 
 
“…definitely activities like exercise activities… plus like art therapy and those kind of 
creative stuff… Volley Ball… but perhaps the weekend can be more their own choice of 
what they would like to do… aromatherapy… alternative therapies” Psychologist No. 1 
 
“…your soccer game or your cricket game… giving them the options, uhm, of on 
Sundays to attend their church…” Psychiatrist No. 2 
 
All the participants felt strongly that age appropriate activities should be included in the 
programme for adolescents, keeping their developmental stages in mind.  Adolescents have 
a short concentration span and they have the need to be active; therefore adequate 
provision for physical activities should be made in the programme.  They should be given 
choices with regard to what they would like to do during their activity slots.  Not all 
adolescents, for example, are sporty so they should be able to do arts and crafts, for 
example, whilst others play volleyball.  The hospital environment should also lend itself to 
accommodate outdoor activities and adolescents should be for example able to work out in 
the gym during their free time. 
 
Laget et al. (2006:550) mentioned that sport and leisure activities were included in the 
inpatient unit in their study.  Various activities are usually done in therapy groups and could 
either help adolescents to learn socialization skills or to get in touch with their feelings for 
instance, poetry therapy groups where poems are read and discussed.  Communication 
around poems can lead to discussions around the adolescent’s problems.  Art therapy is 
used in much the same way as poetry therapy and the art does not necessarily have to be 
produced by the adolescents themselves.  Then there are also music and dance therapy as 
well as story telling groups that can be used to help adolescents work through their 
problems in a non-threatening way according to Kneisl and Trigoboff (2009:814). 
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3.3.2.7   Sub-theme 2.7:  Individual counselling should be used as required 
Group therapy is usually indicated for dealing with more general or generic problems that 
adolescents are struggling with whereas individual psychotherapy is indicated for 
adolescents who dealing with interpersonal life problems.   
 
The participants shared their views about when individual counselling might be required. 
 
“…you know I think there is things for uhm, group and things that is not for group you 
know, ja and uhm, I would certainly encourage individual sessions if they need that as 
well.  Only if needed though... I think, you know there is different types of things that 
one can learn from group and different types of things that one can learn from 
individual” Psychiatric Nurse No. 2     
 
“…individual therapy where, where uh, uh you should have people with, who can deal 
with  individuals with very traumatic pasts and I am thinking you know, Post Traumatic 
Stress Disorder, you know I don’t think that is something that you can attend to in a 
group, there you will have to have individual therapy and somebody who really knows 
what they are doing or a child with Panic Disorder with Agoraphobia, severe 
Depressive Disorder so there I think there should be opportunity for, for individual 
psycho-therapy as well depending on what the diagnosis would be.”  Psychiatrist No. 2   
 
 “…The team psychologist would obviously have to decide, do they feel that they uhm, 
individual therapy is going to benefit the child…” Psychiatrist No. 3 
 
The majority of the participants were of the opinion that most of the therapy should take 
place in groups but that there was also a place for individual therapy in the adolescent 
therapy programme.  They were aware that the number of individual sessions that the 
adolescent would need differed from patient to patient.  The therapy programme should be 
flexible enough to make provision for free time when the adolescent can consult their 
individual therapist.  Usually issues of a sensitive nature that the adolescent does not feel 
comfortable sharing in the therapy group will be discussed with the individual therapist.  
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The individual therapist could be the primary therapist or any member of the multi-
professional team.  The adolescent could thus receive both group and individual therapy; 
but in some cases the adolescents might not attend any therapy groups at all. 
 
In a study conducted by Hintikka et al. (2006:58) a multi-modal in-patient treatment regime 
was followed in conjunction with individual psychotherapy.  Adolescents attended twice 
weekly individual psychotherapy sessions that lasted 45 minutes.  Yule, 2000 (as cited in 
Mӧhlen et al., 2005:85) found that group therapy was very effective for children but not all 
problems could be addressed in groups; therefore there was a place for individual therapy.  
Although group psychotherapy is often the most comfortable setting for adolescents, 
Sadock and Sadock (2007:1328) agree with the previous authors that there are certain 
situations that do not lend themselves to group therapy but require individual therapy.  
Examples that they mentioned were when an adolescent was emotionally vulnerable and 
might be teased in the group instead of receiving their support.  Espotio-Smythes, McClung 
and Fairlie (2006:271) mentioned in their study that individual therapy would be offered to 
an adolescent who expressed suicidal ideation during a group therapy session.  During 
individual sessions, their suicidal thoughts would be explored.   
 
“…and I think also they need to when they are admitted there, they need to contract 
for a period of time. [They should] not just to be able to pull out of the programme…” 
Psychologist No. 2 
 
Redston-Iselin (2013:708-709) mentioned that a contract should be signed between the 
therapist and the adolescent that once the decision has been made that individual therapy 
was necessary, the adolescent would have to commit to the process and that adolescents 
should be orientated to reality before individual therapy could be entered into.  The 
purpose of entering into individual therapy with the adolescent is for the therapist to assist 
the adolescent to recognize what causes his/her anxiety and to find ways to deal with 
painful thoughts and feelings.  It provides a safe environment for the adolescent to share 
thoughts that they are afraid to share with others. 
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Kiselica (2003:1227) has studied how psychotherapy could be transformed in order to make 
it more male-friendly for boys; but his suggestion is also fitting for adolescent females.  
According to the author, when planning the psychotherapy sessions, the professional should 
make them flexible and relaxed, planned around the time when the adolescents are most 
receptive and not when it is perhaps convenient for the personnel.  The location should be 
adolescent-friendly and might not even be a consultation room but could be held outdoors 
or whilst throwing a ball to each other in the gym, whatever will match the needs of the 
adolescent.  The length of the session should be determined according to what the 
adolescent can tolerate.  Often the first contact session is short and lasts about 15-20 
minutes and gradually increases in length until a trust relationship is established. 
 
Adolescents are interested in the latest technology which can be used as part of innovative 
psychotherapeutic interventions. 
 
“Also the interactivity, you must just remember they are a group that technology is 
much more up than we are.  So looking at how to use for instance your computer to 
generate programmes for them that they can keep themselves busy uhm, there is 
loads of programmes and stuff that is available for them.  And maybe develop or 
devise a nice one, where you can do an assessment as form of a game or anything like 
that.  Uhm, they  I mean, from very young they are very good at it, uhm, I think you 
must bear that in mind and maybe use that as a medium because that is a medium 
that they are used to.” Psychiatrist No.2 
 
Goh, Ang and Tan (2007:2218) stated in their study that to date, many therapeutic 
programmes for adolescents relied heavily on cognitive-behavioural therapy, play therapy 
and applied behaviour analysis and that these methods were achieving positive outcomes.  
They were however, of the opinion that the needs of adolescents were changing and that 
innovative therapy methods should be explored to meet their needs such as the use of 
information technology because adolescents are comfortable with it.  Computer games are 
currently investigated as a form of therapy for adolescents; but there is still a lack of 
evidence to indicate its effectiveness as it is still new.  Stallard, Velleman and Richardson 
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(2010:80) are also of the opinion that adolescents will be drawn to computer-delivered 
interventions because they are accustomed to using computers every day; but there is only 
a limited number of computerised interventions available for them.  Fontaine (2009:181) 
described how interactive computer programmes had been developed for cognitive 
behavioural therapy (CBT) in order to help people to master certain skills.  Studies claim that 
computer-based CBT is as effective as standard CBT.  
 
3.3.2.8   Sub-theme 2.8:  Suggestions regarding the duration of the programme 
vary  
Adolescents are often admitted to a psychiatric hospital when they are either psychotic or 
require crisis intervention, for example after they have attempted suicide.  All of them have 
serious symptoms or needs and yet hospitalization is usually brief and as soon as the patient 
is stabilized, they are discharged.  They may or may not require follow-up sessions with 
healthcare professionals after being discharged. 
 
The participants shared their thoughts regarding the length of an in-patient therapy 
programme that adolescents should participate in:    
 
  “…I think the average length of stay here is about, let’s say four weeks.  But they can 
push it up to six weeks… Because you don’t want to remove them from their 
environment for too long, you want to get them back to some sense of normality and 
you know, uhm, going back to school and that sort of thing…..” Occupational 
Therapist No. 1  
 
“Again it depends on what they are presenting with, because if you think about it, 
ideally you would like to manage each patient at home.  But, if there are reasons which 
indicate that in that particular individual, they have to be admitted, again your next 
step would be to keep the admission for as short as possible while benefitting the 
child…” Psychiatrist No. 3 
 
82 
 
“Two week intervention, we should try and do it no longer because then, then they 
start to becoming hospitalized, institutionalized.” Psychiatrist No. 2  
 
The participants did not all have the same ideas about the length of the therapy 
programme.  The average length that was suggested was three weeks.  The majority of the 
participants were of the opinion that adolescents who were experiencing substance abuse 
problems needed a longer rehabilitation time in hospital.  If the adolescent should have to 
stay in hospital for a longer period of time, they were not quite sure how they should deal 
with school work.  Some participants were of the opinion that adolescents should focus on 
getting stabilized whilst in hospital and not focus on school work while others were of the 
opinion that the programme should allow time for school work too.  The participants who 
proposed a shorter stay in hospital stated that the programme should be brief but intense in 
order to prevent the adolescents from becoming institutionalized. 
 
Bettmann and Jasperson (2009:172) are of the opinion that adolescents should be admitted 
to a psychiatric hospital for a brief period of time only, during which they should receive 
intensive therapy which will be sufficient to treat even the more serious psychiatric 
problems. Park, McDermott, Loy and Dean (2011:347) stated that the average length of stay 
for adolescents in the unit being studied was 7.18 days although half of the patients were 
discharged after three days.  Purcell, Goldstone, Moran, Albiston, Edwards, Pennell and 
McGorry (2011:82) reported that adolescents who were admitted to the Australian in-
patient setting in their study, were hospitalized as briefly as possible and then the 
adolescents received follow-up support from a case manager in the community once they 
were discharged. 
 
3.3.2.9 Sub-theme 2.9: Communication and collaboration amongst mental 
healthcare professionals and the adolescents on the programme are critical for its 
success 
It has been discussed in theme one that various members of the multi-professional team 
should be involved in the therapy programme for adolescents because it is not possible for a 
single profession to address all the needs of the adolescent.  Ultimately when various 
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professionals with different skills, experience and opinions get together it is crucial that 
there should be regular team meetings in order to ensure that collaboration takes place.  
Failing to do so could lead to disharmony in the group because each member could pull in a 
different direction.  The person who should oversee the individual therapy programme for 
each individual adolescent’s patient is called the primary therapist who serves as the link 
between the adolescent and the rest of the multi-professional team. 
 
Some participants thought that it would be valuable for each adolescent to have a primary 
therapist that could co-ordinate their care.  
 
“…And another thing, a primary therapist is very important.  …and that that person 
walk the path with them…  It must be uhm, every day at least the same person working 
with him or her and uhm, and they must be like a case manger kind of thing and do 
therapy over time, with that child and that type of thing… ” Psychiatric Nurse No. 1 
 
“….what you need first of all is uhm, out of that multi-disciplinary team you gonna 
have somebody who will have a direct therapeutic relationship with the child… which 
means that that person will basically co-ordinates the, the uh, contact that the child 
will have with the different uh, uh team members” Psychiatrist No. 3 
 
The function of the primary therapist is to co-ordinate the care of the adolescent and also to 
ensure that problems that do crop up, are dealt with promptly.  Each primary therapist 
could have more than one adolescent under their care, depending how full the hospital is.  
They would meet regularly with the adolescents and find out how they are doing and 
adolescents can approach them any time they wish to chat about anything that they are 
worried about.  If a problem situation occurs, the team members will then refer the problem 
to the adolescent’s primary therapist.  For example, if the adolescents do not attend 
therapy groups in the morning, the primary therapist will go and investigate what is 
happening with the adolescents.  There should always be somebody that will stand in for 
the primary therapist when he or she is off duty and the adolescent should know who this 
person is. 
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Literature seems to support what the participants said.  Grossoehme and Gerbetz 
(2004:595) recommend that adolescents should meet with a staff member for a short 
session every day in order for them to report on their hospital experience.  Kennair et al. 
(2011:23) stated in their study that each adolescent met individually with a key worker each 
week for about 45 minutes, during which time they discussed how the adolescent was doing 
with regard to achieving his or her goals and how it was going in the groups.  
 
Having various professionals in the multi-professional team who are responsible for the 
therapy programme is like having many instrumentalists in an orchestra that needs a 
conductor to ensure that the outcome of each individual’s effort is a harmonious ensemble 
in the end.  The participants shared their views about the roles of the potential multi-
professional team members.   
 
“…you have your multi-professional team meetings and then you come together and 
discuss… And then just get the feedback because you need the psychiatrist, you need 
the social worker also but you know, but at the end of the day she is going to refer also 
if she [primary therapist] if she sees there is a issue that she cannot handle, whatever, 
and uhm, but she will know when to follow up, when to refer…” Psychiatric Nurse No. 
1 
 
Multi-professional collaboration equals combining every professions skills, experience and 
expertise for the greater good of the programme and ultimately for the adolescent receiving 
the care.  This may require that professionals who are part of this programme to 
compromise or share responsibilities in order to ensure that the programme runs smoothly, 
yet even this can lead to potential problems (Andersson & Liff, 2012:837). 
 
It seems natural to think that multi-professional teams in healthcare will automatically be 
inclined to co-operate, seeing that all the members have the patient’s best interests at 
heart.  This assumption is simply not true.  Although health professionals all have the 
patient as a common denominator it does not guarantee collaboration amongst the health 
85 
 
team members as a result of it.  Andersson and Liff (2012:840) share their findings from 
many studies as to why collaboration amongst team members can fail if not managed 
appropriately. Payne 2000 (as cited in Andersson & Liff, 2012:840) suggests that one 
possible reason why collaboration amongst team members can fail stems from the 1900’s 
when the medical doctors dominated the healthcare team and  it is still true today that one 
health profession in a team can dominate other health professions.  Rovio-Johansson and 
Liff (2012:605-620) also studied co-operation amongst team members in the healthcare 
professions and are of the opinion that confusion over role expectations of different 
members could contribute to a lack of collaboration. 
 
Gatta et al. (2010:815) have also conducted a study on the efficacy of multi-professional 
intervention in a therapeutic programme for adolescents.  The authors emphasise how 
important it is for the various professionals to “integrate” their therapeutic approaches 
when dealing with the same patients. 
 
The participants shared their perceptions about how the adolescent’s progress should be 
assessed and monitored. 
 
“…So every morning get together, have a few minutes, see possible problem areas or 
uhm, which ones could be…, which adolescents needs what, and what’s their needs for 
the day, ja a quick little minute and then uhm, I suppose at the end of the day just 
write their report and stuff like that and then give feedback to the doctors if they are 
not there uhm, on the, the ward rounds daily…” Psychiatric Nurse No. 2  
 
“With, with adolescents, I think we need to get together more often.  Once a week is 
not going to be enough you have to schedule at least two meetings.  Uhm, the ideal 
will be that they meet every morning prior to the groups to start the day, to plan their 
day, to say who is where, what is going on.” Psychiatrist No. 2 
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As mentioned before, adolescents should be assessed on admission and then at regular 
intervals during their stay in order to monitor if they are achieving their therapy goals.  It 
was important for the participants that the team should meet regularly in order to discuss 
the progress of the adolescent.  The participants were of the opinion that many issues could 
be left unattended if the various team members did not communicate with one another 
about what happened in the sessions that they had conducted that the other members did 
not attend.  There are various ways that team members can communicate with one another 
about the progress of the patient such as writing a progress note in the adolescents file at 
the end of each therapy session that will inform other members of what transpired during 
that session.  Some institutions use a communication book or a communication board in the 
nurses’ station where they highlight that something significant took place that a staff 
member wishes another member should take note of.  More formal ways of communicating 
with one another is by means of ward rounds during which all the members of the multi-
professional team get together and discuss the progress of each adolescent.  This usually 
takes place once a week on average and staff members indicated that meeting once a week 
was not adequate to stay in touch with one another regarding the progress of the 
adolescents.  What seems to be working well is for the multi-professional team to meet 
briefly for a few minutes before start of the programme each day, in order to find out if 
there are any problems or if any adolescents have special needs for that day. 
 
According to Fontaine (2009:483) evaluation is an on-going process in order to measure the 
adolescent’s progress towards goal attainment and is not something that just takes place 
once.  Flanagan (2012:410) emphasised the importance of communication and collaboration 
amongst the members of the multi-professional team with regard to developing, assessing 
and maintaining a therapy programme for adolescents.  This will promote cohesiveness 
amongst the team members and could in turn improve the outcomes of the therapy.  In a 
study conducted by Hintikka et al. (2006:58-59) the treatment programmes of adolescents 
were assessed during regular intervals by the multi-professional team in order to determine 
when it was suitable to discharge the patient.  
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It was evident from the interviews that the participants perceived that communication 
regarding the therapy programme itself should also receive attention on its own.  
 
“…And then you do need to have a team [meeting] without discussion of patients 
uhm, talk, like call it a team talk uhm, this week, where was our strength, this week, 
where were our short comings, what can we do and then, to keep the team cohesive 
throughout, because if you ignore your human resource, and then you allow things to 
develop, then your team will be compromised…” Social Worker 
 
“…So, communication between the staff is, is necessary….” Occupational Therapist 
No. 2 
 
From time to time it is important to have team meetings with the multi-professional team.  
During these meetings the professionals can discuss any concerns that they may have and 
training needs can be identified and planned for.  It is vital for all professionals to keep up to 
date with current developments in their field.  These meetings can thus also serve as staff 
development sessions.  It is also necessary to look at the programme itself, to evaluate what 
is working well and which areas need some adjustment.  Here it is also crucial to look at the 
skills mix of the professionals who are part of the team and their areas of interest when 
allocating them to certain slots.  
 
 
3.4 CONCLUSION 
In this chapter the views of professionals who could constitute a multi-professional team 
were presented with regard to what a therapy programme for adolescents who were 
admitted to a psychiatric hospital in order to address their mental health needs, should look 
like.  The participants were of the opinion that the hospital setting should first of all be 
adolescent-friendly and that the personnel who were part of the programme should have 
special skills and training in order to deal with adolescent patients.  It was evident from the 
interviews that the therapy programme should have a strong focus on peer interaction in a 
group and family-centred environment.  A high premium should also be placed on 
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collaboration amongst the members of the multi-professional team who will be responsible 
for facilitating the therapy programme for adolescents.  
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CHAPTER 4 
DISCUSSION OF FINDINGS, RECOMMENDATIONS, GUIDELINES AND 
CONCLUSION 
4.1 INTRODUCTION 
The purpose of this chapter is to offer a discussion of the findings that were presented in 
chapter three.  The researcher attempted to present possible explanations for the findings 
and discuss the implications thereof.  The researcher has developed guidelines that could be 
implemented by members of a multi-professional team who are presenting a therapy 
programme for adolescents who are admitted to a psychiatric hospital in order to address 
their mental health needs.  This chapter begins with a statement of the goals and objectives 
of the study as set out in chapter one and how these were achieved. 
 
 
4.2 GOAL AND OBJECTIVES OF THE STUDY 
The goal of the study was to: 
 
• explore and describe the perceptions of the mental health professionals working in  
psychiatric hospitals regarding the content that should be included in a therapeutic 
programme for adolescents.  
 
The objectives of the study were to: 
 
• draw out the perceptions of the mental health professionals regarding the content 
that should be included in a therapeutic programme for adolescents. 
 
• develop guidelines for a therapeutic programme for adolescents that could be 
implemented in a psychiatric hospital in the Nelson Mandela Bay. 
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The goals were met by determining the perceptions of the mental health professionals 
regarding the content that should be included in a therapy programme for adolescents 
through semi-structured interviews as reported in chapter three and using it to develop 
guidelines as described in chapter four.  
 
 
4.3 DISCUSSION OF FINDINGS 
This dissertation reports on the findings from the individual interviews which were 
conducted with members of the multi-professional teams working in psychiatric hospitals in 
the Nelson Mandela Bay.  The findings highlighted five important aspects, namely, that:   
 
• the unique skills and contributions of a variety of healthcare professionals are 
required for a successful therapy programme for adolescents;  
• group therapy should be the basis of the therapy programme with a strong emphasis 
on peer support;  
• the family of the adolescent should form a central part of the therapy programme;  
• the therapy programme should be structured yet flexible and include a variety of 
optional groups to choose from; and  
• all participants emphasized that inter-team communication were cardinal.  
 
4.3.1 The unique skills and contributions of a variety of healthcare 
professionals are required for a successful therapy programme for 
adolescents 
The services of a variety of healthcare providers are required in order to ensure the smooth 
running of an adolescent therapy programme and all the team members should understand 
where they fit in to the jigsaw puzzle that make up the therapy programme.  The majority of 
the participants in this study thought along similar lines with regard to the selection of 
professionals who should be included in the therapy team for adolescents.  It was 
interesting to note that the members, who the participants suggested should be included in 
the adolescent therapy programme, made up the average multi-professional team in 
psychiatric hospitals in South Africa (Uys & Middleton, 2004:36-37). The multi-professional 
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teams in South Africa differ from the multi-professional teams who work in psychiatric 
settings abroad where it is not uncommon for teachers and recreational therapists, for 
example, to be part of the therapy programme for adolescents (Grossoehme & Gerbetz, 
2004:590).  Some of the participants indicated that teachers could be valuable team 
members to have on board and the possibility of including them in the therapy programme 
should be investigated.  Besides mentioning that the teacher was not currently part of the 
average multi-professional team in psychiatric hospitals in South Africa, the participants did 
not suggest any other members who they thought should be included who was not already 
part of the team.   
 
The participants stated that it was important to spend time with the adolescents and that 
the primary therapist could contribute significantly by making sure that he/she had 
individually sessions with the adolescents.  Several studies (Grossoehme & Gerbetz, 
2004:590; Moses, 2011:125 and Bobier et al., 2009:307) indicated that what adolescents 
really found very beneficial about being admitted to a psychiatric hospital and being part of 
a therapy programme, was the personal interaction with the personnel.  It was important 
for the adolescents to receive comfort, encouragement and support from personnel in order 
for them to feel that their needs were being met.  What made it easier for the adolescents 
to talk to personnel at the hospital compared to their parents was that they did not have 
any permanent emotional bonds with them. They knew that once they were discharged, 
they would possibly not see the personnel again so they would not be reminded that they 
shared some of their problems with a therapist.  
 
It goes without saying that the personnel who are working in an adolescent therapy 
programme should have the necessary qualifications and skills in order to be part of the 
programme.  The participants recommended that the members of the multi-professional 
team should specialize in adolescent psychiatry so that they would provide the best possible 
assistance.  One of the most important “skills” is not a skill per se but rather a requirement 
and that is that personnel should meet the adolescents at “their level”.  Some of the 
participants mentioned during the interviews that the personnel, who are most suitable for 
this programme, are those who do not mind having pillow fights with the patients or playing 
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sport with them, thus meeting the adolescent on their level of functioning.  The personnel 
should “speak the language of the adolescent”, meaning that they should have a relaxed 
attitude; they should know how to respond appropriately if adolescents use bad language or 
challenge their authority without feeling perplexed.  Literature supported the view of the 
participants (Kiselica, 2003:1226-1236).  The majority of the participants stated that not all 
health care professionals were equally suitable to be part of an adolescent therapy 
programme because not everybody enjoyed working with adolescents.  
  
4.3.2   Group therapy should be the basis of the therapy programme with a 
strong emphasis on peer support  
The findings that were derived from the interviews that were conducted with the 
participants highlighted the fact that group therapy should be the main focus of the therapy 
programme for adolescents.  The participants discussed the various types of therapy that 
could be facilitated in a group setting in great detail.  Groups are also suitable for various 
other types of activities such as recreation, arts and craft and education.  The size and the 
composition of the group will depend on the type of group that will be conducted.  The 
group therapy approach is particularly suitable for an adolescent therapy programme which 
is flexible because various professionals can facilitate the groups.  Adolescents can learn 
how to solve their problems by interacting with their peers and getting their support in the 
group environment.  Some of the participants shared their frustrations that they were 
currently facing by not having enough personnel to present groups over weekends in the 
hospital, so the adolescents were being left being idle.  Other participants highlighted how 
problematic it could be to conduct group therapy with young adolescents in the same 
building as that of adults and where the adolescents could wander off and land up in 
peculiar situations.   
 
Literature supported the participants’ views that a therapy programme for adolescents 
should  be group- and peer-centred (Deenadayalan, Perraton, Machotka and Kumar, 2012:1-
9).  Socialization and interaction with peers take up a large part of their day, so being in 
groups could be seen as a natural environment for adolescents to be in.  Moses (2011:130-
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131) reported in his study that adolescents would like to have more opportunities to 
interact with their peers during their stay in hospital.   
 
Mӧhlen et al. (2005:81-82) were of the opinion that a multi-modal programme was the best 
approach for adolescents, in that there more than one therapy approach would be followed.  
The researcher found a study by Bettmann and Jasperson (2009:180) who indicated that 
evidenced-based therapies should be included in therapy programmes for adolescents; but 
unfortunately not much research had been done so far.  The authors also mentioned that 
hospital treatment should be culturally sensitive yet none of the participants in this study 
mentioned the need for a culturally sensitive; therapy programme.  Only a few of the 
participants mentioned that it was necessary to look at research in order to decide what the 
best therapies would be that should be included in a therapy programme for adolescents.  
Others were quite frank that they were not quite sure which therapies should be included 
and mentioned those that they were accustomed to.    
 
Spiritual issues did not receive much, if any attention, in most of the literature that the 
researcher has reviewed and only a few of the participants mentioned that provision should 
be made for spiritual groups that adolescents could attend on a voluntary basis.  In the 
therapy programme developed by Grossoehme and Gerbetz (2004:590) spiritual groups that 
were presented, focussed for example on overcoming guilt and shame, forgiving oneself as 
well as dealing with loss and grief during the topics that were dealt with in these spiritual 
group sessions.  
 
Many of the participants mentioned that group therapy should be fun, creative and in tune 
with the current trends that adolescents were relating to.  There should be lots of 
movement, activities and breaks in between because adolescents cannot sit still and 
concentrate for long periods of time.  The type of activities that should be used in the 
groups should thus be carefully selected.  It was suggested by participants that therapists 
should experiment with therapies and activities in order to find out what worked best in 
order to eliminate those that did not work. 
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Participants indicated that art therapy was an example of an innovative type of therapy 
group that could be included.   An art therapist could plan a project around a specific theme 
such as self-awareness, if he/she had assessed, that it was a common problem in the group. 
The therapist would then use creative ways to help the adolescents work through their 
issues such as working with clay, for example, to make models that they would then discuss 
in the peer group.  Adolescents might also relate to mindfulness, music, drama and poetry 
therapy groups.  
  
4.3.3   The family of the adolescent should form a central part of the 
therapy programme   
The adolescent cannot receive therapy in isolation and their families or their primary care 
givers should be included in the therapy process.  The participants were of the opinion that 
the reason for adolescents being admitted to the psychiatric hospital was often related to 
problems in the family environment.  Literature supported the statements of the 
participants (Balkin, Casillas, Flares & Leicht, 2011:36).  It would thus not be very beneficial 
to focus the therapeutic interventions solely on the adolescent if he/she was only a part of 
the problem or, in some instances, not even part of the problem at all!  The adolescent will 
eventually have to go home to the circumstances which may have caused the problem or to 
family members who were unable to support them or help them.  Some of the participants 
stated that all the members of the family should take part in the family therapy group in 
order to find workable solutions for their problems, because, if the family did not come for 
therapy, the adolescent would return to the same problems in his/her home environment 
when he/she was discharged and his/her mental health status would not improve if their 
admission was related to family problems.  
 
The participants felt that when adolescents were admitted to hospital and they attended 
the therapy programme, they were merely starting their recovery process and they often 
required follow-up therapy sessions with their therapist once they had been discharged.  
The adolescents would need their parents or primary care-givers to take them to these 
sessions and their parents would only be committed to support the adolescent to seek 
continued therapy if they bought into the whole process.  Participants said that one way of 
95 
 
doing this was by involving the family right from the beginning in the therapy process and by 
explaining the patient’s diagnosis, prognosis and treatment to the parents.  Armed with this 
knowledge and being able to get support from the health care professionals, the parents 
would be able to give the adolescent the necessary support that they needed to recover 
starting whilst they were in hospital, continuing after discharge. 
   
The participants discussed the content of the therapy programme in great length.  The 
therapy programme should provide enough free time so that the adolescents could decide 
what they would like to do during that time.  There should be various exciting activities to 
choose from or the adolescent could simply choose to chat with family or friends on the 
phone or he/she could sleep.  What they do during their free time should be up to them.  
The participants did, however, state that if the adolescents; remained in the hospital over 
the weekend, a few fun, structured activities should be planned for them like having a braai 
or a movie evening.  It is crucial that the programme should provide some sort of structure 
for the adolescent, but that it is at the same time, flexible too.  Biering (2010:68) stated that 
it is important to determine if the adolescents who are the consumers of the therapy 
programme are satisfied with the service and whether their needs are being met.    
 
4.3.4   The therapy programme should be structured yet flexible and 
include a variety of optional groups to choose from 
The participants stated that the therapy programme should be structured for the 
adolescents so that they would learn how to include structure in their daily lives. 
Adolescents often do not know how to plan and prioritize their lives which leads to many of 
the problems that they are faced with on a daily basis, such as not handing in homework on 
time.  The idea is that they will continue to keep to some sort of a schedule in their daily 
lives once they are discharged similar to what they were doing whilst they were in hospital.  
The participants did however realise that adolescents were still young and that they also 
needed plenty of free time as well as having a say in their therapy programme.  They 
therefore suggested that a primary therapist should be appointed for each adolescent to 
oversee their progress. 
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The participants indicated that alternative therapies could be included as optional activities 
in the therapy programme that adolescents could try out if they so wished.   Adolescents 
who are struggling to cope with anxiety might find it beneficial to go for an aromatherapy 
massage or for a reflexology session where a therapist could balance their meridians.  
Certain aromatherapy essential oils that are used for massaging have many health benefits 
and may assist the patient to unwind when the oils are absorbed through the skin and enter 
the circulatory system Some of these soothing oils include lavender, sage and chamomile 
(Fontaine, 2009:469).   Yoga might be another option that adolescents could try out in order 
find balance in their life since yoga involves gentle stretch movements and breathing 
exercises that could assist a person to focus their thoughts and to meditate (Grendell, 
2012:631).  A few of the participants were quite excited about the idea of introducing the 
adolescents to alternative therapies.  They have mentioned that these therapists do not 
have to be permanent members of the therapy team; but that that they can volunteer their 
services.  Some participants mentioned how much the adolescents enjoyed having beauty 
school therapists coming to give them treatments as part of their practical training.   
 
Participants indicated that therapy should be fun.  Grendell (2012:631-632) explained the 
healing and uplifting power of humour, laughter and expressing emotions in order to deal 
with trauma and tension.  Laughter improves a person’s cognitive functioning, decreases the 
heart rate and lowers blood pressure and it also eases muscle tension.  It is suggested by the 
author that a room should be made available that is equipped with humorous DVD’s, CD’s, 
books, cartoons and artwork where patients and staff could go during their free time to 
have a good giggle in order to lift their spirits.  What this author has stated is in line with 
that the participants have said about the programme being fun.  
 
The participants stated that exercise and staying fit was often an important aspect of an 
adolescent’s life and it was also beneficial for them to be fit and stay healthy.  There should 
be a fully equipped gym where the patients can go and work out when they are not in 
therapy, although it should also be an optional activity.  If possible, it would also be a good 
idea to have a swimming pool.  Provision should be made for other types of sport that 
adolescents enjoy such as volleyball, cricket and pool.  Some of the adolescents who are not 
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fond of real sport might enjoy playing sport on a console such a Nintendo Wii and the 
hospital should be technologically savvy and include the latest technology.  
 
Depending where the hospital is situated, the participants mentioned that horseback riding 
could also be offered as an outdoor activity that adolescents might enjoy.  If the hospital is 
situated on a small holding, the adolescents might benefit from having animals around that 
they can interact with.  Going on short hikes and building rafts if they are near water are 
other fun ideas for the adolescents to do during their free time. 
 
4.3.5   Most participants emphasized that inter-team communication is 
cardinal 
Even more important than the therapy is regular communication on each individual 
patient’s progress, to establish whether needs are being met, if there is risk for 
suicide/starvation/self-harm or manipulation.  What stood out during this study was the 
need for proper communication amongst team members.  The multi-professional team 
members need to find out from their fellow team members what their scope of practice 
entails.  Healthcare professionals work alongside one another in a team, often on a daily 
basis, with only a very vague idea about what the job of other health professionals entails.  
Often they have incorrect information about the functions of certain professions and they 
do not realise the importance of enquiring about the functions of other professions.  
Participants indicated that this could result in a mismatch of skills when professionals were 
allocated to do therapy sessions because often the team leader was equally ignorant of 
which professionals were the most suitable to perform a certain task.  This could be avoided 
if the team has an open discussion during which all the team members are present to 
explain their roles, functions, expertise and areas of interest.  In some instances, certain 
staff members may even have additional qualifications or skills that might be useful in the 
therapy programme for adolescents that the other personnel were unaware of that could 
be highlighted during such a meeting.  Participants in this study stated that it was vital that 
communication should take place on a regular basis so that every team member was aware 
of what was happening in the ward.  
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4.4 LIMITATIONS OF THE STUDY 
As with all research studies shortcomings are often encountered and it is the duty of the 
researcher to report the limitations that were found in the study.  The researcher only 
interviewed one advanced psychiatric nurse who had specialized training in child and 
adolescent psychiatric nursing.  It was not possible for the researcher to include more 
participants in the different professions who were child and adolescent specialists, for 
example, psychiatrists or psychologists who had specialised in adolescent psychiatry.  The 
reason for this is that there is not an adolescent psychiatric hospital or unit in the Nelson 
Mandela Bay that provides a therapy programme for adolescents where these professionals 
with specialized training would work.  No teacher was included in this study although the 
international literature reviews often refer to teacher involvement in their adolescent 
therapy programmes. 
 
Another limitation is that there is no adolescent psychiatric hospital in the Eastern Cape that 
provides a comprehensive therapy programme for adolescents who are experiencing mental 
health problems.  It was thus not possible for the researcher to approach this hospital in 
order to find out what type of programme it was running for adolescents.  
  
4.5 RECOMMENDATIONS 
Based on the findings of this study, the researcher makes the following recommendations: 
 
4.5.1 Education 
Education of the members of the multi-professional team could be improved by: 
 
• Under-graduate degree courses for members who make up the mental healthcare 
team:  When developing new curricula for the future, more emphasis should be 
placed on planning therapy interventions that specifically meet the needs of 
adolescents.  Students should learn that adolescents require a different approach to 
therapy from that of adults and that therapy designed for adults cannot simply be 
modified for use by adolescents.  Although child- and adolescent psychiatry is seen 
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as a speciality area in most helping professions, the reality in South Africa is that 
professionals with basic training are often the only staff members to do the job.  
 
• Continuous professional development:  Members from the multi-professional team 
should ensure that they attend regular national and international conferences were 
papers are presented on adolescent psychotherapy.  
 
• Child and adolescent psychiatric nurse specialists:  More universities in South Africa 
should offer advanced education in this field on a yearly basis for the different 
professions.  The scope and practice of this category of practitioner should be clearly 
defined so that these practitioners can assume their roles as part of the multi-
professional teams in adolescent therapy programmes.  
 
4.5.2 Clinical practice 
In order to improve clinical practice, the researcher suggests the following measures: 
 
• A therapy programme that is specially designed for adolescents who are 
experiencing mental health problems could be developed and implemented in 
psychiatric hospitals that admit adolescent patients.  Evidence-based therapies 
should be included in this programme.  Once this programme has been 
implemented, it should be reviewed in order to measure the success of its outcomes.  
Adjustments should be made where necessary.  
 
• Currently with no in-hospital facilities available, an out-patient programme should be 
developed to which adolescents with problems can be referred.  It should have the 
same elements as an in-hospital programme. 
 
100 
 
4.5.3  Research 
This research study was limited in scope.   The researcher suggests that further studies 
should be conducted in order to determine which therapies should be included and which 
should be excluded from therapy programmes for adolescents.  Suggested topics include: 
 
• cognitive behavioural therapy 
• play therapy 
• mindfulness therapy 
• psychotherapeutic game interventions for adolescents 
 
There is clearly a lack of studies to be found on evidence-based therapies for adolescents, 
especially South African-based.  A programme should be developed, implemented and 
evaluated; the guidelines which were developed for this study should be implemented and 
assessed; and the possibility of a community-based adolescent programme should be 
investigated. 
 
4.6 GUIDELINES 
Based on the findings of this study, the researcher suggests that the following guidelines 
could be implemented in order to improve the therapeutic outcomes of adolescents who 
are admitted to psychiatric hospitals in order to improve their mental health needs.  
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Table 4.1:  Guidelines to improve the therapeutic outcomes of adolescents being treated in psychiatric 
hospitals 
4.6.1  THE ENVIRONMENT SHOULD BE ADOLESCENT-FRIENDLY 
4.6.1.1 Rationale • The needs of adolescents differ from those of adults; so they require specific 
interventions in order to address their specific developmental needs.  The environment 
should thus make provision for the needs of the adolescent. 
4.6.1.2 Description of the problem • Adolescents are often admitted to psychiatric hospitals/wards that cater only for the 
needs of adult patients. 
• The personnel who are working in the therapy programme for adolescents are not always 
specially selected to be part of the programme.  
4.6.1.3 Actions Several requirements are needed in order to bring about an adolescent-friendly environment.  
Regarding the physical environment of an adolescent-friendly psychiatric hospital the relevant 
authorities need to: 
• ensure that adolescents are admitted to psychiatric hospitals or wards that are separate 
from those of adults (Royal Australian College of Physicians, 2008:6-8); 
• emphasise the physical safety of the environment of the new adolescent psychiatric 
hospital, by ensuring that there is fencing around the hospital; access control so that no 
unauthorised persons can enter the premises and that adolescents are prevented from 
leaving the premises without permission (McIntyre, 2002:27); 
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• consult adolescents when planning the décor of the hospital to ensure that the milieu will 
be pleasing to the adolescent patient (McIntyre, 2002:27); 
• ensure that the environment is pleasing to the senses of the adolescents, and because 
trends are changing, make it fairly simple to introduce small adjustments in order to keep 
it current, such as changing soft furnishings (McIntyre, 2002:27); and 
• make adolescents aware of their responsibilities with regard to the hospital environment 
such as:  
- asking the personnel to explain to them how the therapy programme works so that 
they can have a clear understanding of what is expected of them during their stay 
(McIntyre, 2002:27); 
- respect the rights of other patients as well as the personnel during their stay in the 
hospital (McIntyre, 2002:27); and 
- using the opportunity to assess the service that they are receiving in order to make 
recommendations to improve service delivery (McIntyre, 2002:27). 
The authorities need also to ensure that health care professionals in an adolescent-friendly 
psychiatric hospital are: 
• specifically allocated to work with the adolescents and trained and skilled to meet the 
physical, psychosocial, developmental, communication and cultural needs of adolescents 
(Royal Australian College of Physicians, 2008:6-8); 
• have excellent interpersonal and communication skills (McIntyre, 2002:27); 
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• highly motivated, non-judgmental, approachable and trustworthy which makes it easy for 
adolescents to approach them (McIntyre, 2002:27); 
• patient when dealing with their patients, treating them with respect and dignity 
(McIntyre, 2002:27); and 
• supportive towards their patients, providing them with adequate information in order to 
arrive at the best decision for their situation (McIntyre, 2002:27). 
The adolescent-friendly support personnel in a psychiatric hospital need to:  
• treat adolescents in a friendly, respectful and considerate manner because they are often 
the first people that the patients come across when they enter a healthcare establishment 
(McIntyre, 2002:27) and 
• be competent and motivated in order to deal with administrative matters in a friendly and 
efficient manner (McIntyre, 2002:27). 
Psychiatric hospitals catering for adolescents should have adolescent-friendly policies which: 
• have therapy programmes that accommodate the individual needs of the adolescent 
patient (McIntyre, 2002:25:27). 
• maintain privacy and confidentiality at all times (McIntyre, 2002:27). 
The health care services of the adolescent-friendly psychiatric hospitals will be effective if: 
• they have easy access to equipment and supplies for adolescent therapy programmes 
(McIntyre, 2002:25); 
• they utilize evidence-based guidelines and protocols as the foundation of their practice 
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and therapy programme (McIntyre, 2002:27); and 
• quality management processes are in place in order to ensure that continuous staff 
development and support take place (McIntyre, 2002:27). 
4.6.1.4 Outcomes • Adolescents will be admitted to a psychiatric hospital that admits only adolescent patients 
in order to ensure their safety in the settings where they attend therapy programmes. 
• Adolescents will be treated in an environment that will ensure that their safety needs are 
met by addressing potential safety risks so that they will be free from physical harm 
during their stay in hospital. 
• The therapy programme will be presented by members of the multi-professional team 
that have requested to be part of the programme because they have a special affinity for 
working with adolescents.  
• The environment will be therapeutic if it is acceptable to adolescents and the adolescents 
say that they feel comfortable and at home in the hospital. 
4.6.2.  THE CONTENT AND STRUCTURE OF THE THERAPY PROGRAMME SHOULD BE GROUP- AND PEER-CENTRED 
4.6.2.1 Rationale • During adolescence, socialization with peers plays an important part of healthy 
development and should be incorporated as part of the therapy programme in the group 
context, in order to reach the therapy outcomes.  
4.6.2.2 Description of the problem • Therapy programmes for adolescents are often rigid and do not allow adolescents a 
degree of flexibility to make decisions with regard to their therapy plan. 
• Not enough evidenced-based research has been done in order to indicate which therapies 
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should be included in therapy programmes for adolescents. 
4.6.2.3 Actions When planning a therapy programme for adolescents, the multi-professional team should: 
• be creative and innovative when designing a therapy programme for adolescents 
(Edmond & Rasmussen 2012:85);  
• be involved in facilitating the therapy programme for the adolescents (Deenadayalan et 
al., 2012:1-9); 
• design a therapy programme that pivots around group therapy and peer support 
(Deenadayalan et al., 2012:1-9);  
• provide a platform where adolescents can socialize with their peers and learn from one 
another and try out new behaviour in order to become more independent of their 
parents;   
• enable the sharing of solutions to take place;  
• design a therapy programme that is well structured but at the same time also flexible so 
that adolescents have a degree of control over their therapy plan (Edmond & Rasmussen, 
2012:83); 
• design a variety of therapy groups that can accommodate patients with different acuity 
levels and psychiatric diagnoses (Edmond & Rasmussen 2012:83);  
• assess the adolescents’ level of functioning prior to allocating them to therapy groups;  
• include evidenced-based practice therapies in the therapy programme (Deenadayalan  et 
al., 2012:1-9); 
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• design a well-balanced programme that also includes skills groups and relaxation therapy 
or other therapies as informed by evidence-based research (Deenadayalan et al., 2012:1-
9); 
• conduct research in order to determine what the optimal length of stay should be in order 
for adolescents to benefit from an in-patient therapy programme in a psychiatric hospital 
(Deenadayalan et al., 2012:1-9); and 
• refer adolescents who are eligible for individual therapy because some aspects require a 
different therapeutic approach.   
4.6.2.4 Outcomes • The therapy programmes will be group-orientated with a strong focus on peer support 
during group sessions. 
• Therapy programmes will be designed in such a way that they provide structure for the 
adolescent but also a degree of personal freedom for them to choose whether or not they 
would like to attend optional groups and the primary therapist will monitor the progress 
of the individual patient. 
• The multi-professional team will design the therapy programme for adolescents based on 
the latest evidenced based practice therapies.   
4.6.3. A FAMILY-CENTRED APPROACH SHOULD BE FOLLOWED 
4.6.3.1 Rationale • Adolescents are usually part of a family and they require support from their family during 
their recovery process.  It might also be necessary to address problems that occurred in 
the family that could have contributed to the adolescents’ mental health problems.  
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4.6.3.2 Description of the problem • Family problems are often part of the reason why adolescents are admitted to psychiatric 
hospitals with mental health problems because adolescents cannot cope with the crises 
that occur at home. 
4.6.3.3 Actions Family therapy sessions are useful in the adolescent therapy programme and should be 
encouraged because: 
• the therapist obtains valuable information pertaining to the adolescents’ home 
environment that might help the therapy team to understand patients mental health 
problem that might have contributed to admission (Flanagan, 2012:407); 
• Adolescents benefit by addressing problematic family interactions which are hindering   
them from reaching their full potential (Redston-Iselin, 2013:693); 
• it can be coupled with group therapy and/or individual therapy in order to help  
adolescents to detach emotionally from their families (Redston-Iselin, 2013:693); 
• families learn to communicate effectively with one another and solve their problems in a 
safe environment (Fontaine, 2009:480);  
• families provide support to adolescents during their recovery process; and 
• families form support groups in order to learn from other families how to deal with 
adolescents who are experiencing mental health problems. 
4.6.3.4 Outcomes • Adolescents will receive support from their families whilst in hospital in order to 
overcome their mental health problems and at the same time parents need to be 
informed about the progress of the adolescent by the multi-professional team. 
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• Families will attend therapy with adolescents in order to solve family problems that could 
have contributed to the adolescent developing mental health problems as a result of the 
problem. 
• By attending family therapy, families will understand the diagnosis of the adolescent’s 
problems, the treatment and prognosis and will be committed to support them.  
• Parents will form support groups with parents who also have adolescents with mental 
health problems so that they will be better equipped to help their adolescents to deal 
with their mental health problems. 
4.6.4.  COLLABORATIVE INTERVENTIONS BY SKILLED MEMBERS OF THE MULTI-PROFESSIONAL TEAM ARE REQUIRED 
4.6.4.1 Rationale • The therapy programme should be presented by a multi-professional team who are skilled 
at to working with adolescents.  They should be able to collaborate with one another in 
order to ensure the seamless integration of their skills for the greater good of the patients 
without losing their unique professional contributions. 
4.6.4.2 Description of the problem • Overlapping of skills amongst the members of the multi-professional team often leads to 
role confusion amongst the team members. 
• Collaboration and integration of skills amongst members of the multi-professional team 
are often problematic because a variety of factors could hinder the effective execution of 
a therapeutic programme for adolescents. 
4.6.4.3 Actions Possible members who could be included to make up the multi-professional team are 
psychiatrists, psychologists, psychiatric nurses, occupational therapists, teachers, primary 
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therapists and social workers (Uys & Middleton, 2004:36-37).  
In order to prevent conflict in the multi-professional therapy team there should be: 
• clear and accurate descriptions of what the roles and functions are of each team member 
in the therapy programme (Mental Health Commission, 2006:17); 
• a team leader who is preferably a clinician, and who co-ordinates the content of the 
therapy programme (Mental Health Commission, 2006:18); 
• a team leader who ensures that the roles of the team members retain a degree of 
flexibility whilst ensuring that they do not become so universal that role confusion takes 
place (Mental Health Commission, 2006:17); and 
• discussions in order to come to an agreement about which roles are unique to each 
profession and should remain the responsibility of each profession and which roles are 
generic roles that could be shared amongst the team members (Mental Health 
Commission, Mental Health Commission, 2006:17). 
In order to promote collaboration in the therapy programme: 
• the team leader should ensure that all team members are given the necessary recognition 
for the work that they do so that they will feel that they are making a valuable 
contribution to the programme and that they have a unique place in the programme 
(Mental Health Commission, 2006:17). 
• each team member should determine what the roles and functions are of their fellow 
team members so that they will understand where they fit into the programme in relation 
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to their fellow team members (Mental Health Commission, Mental Health Commission,  
2006:22).   
• team members should agree to share functions between disciplines as the need arises 
(Mental Health Commission, 2006:22).   
• the team members should have an understanding of the dynamics of group work so that 
they can work harmoniously in a group for the greater good of the patients (Mental 
Health Commission, 2006:22).   
• the team members should understand how conflict can originate so that they will be able 
to resolve it in an agreeable manner in order to ensure that the group remain cohesive 
(Mental Health Commission, 2006:22); and  
• the team members should understand the role of supervisor and what is expected of the 
team leader so that they will know how to do the work that is expected of them (Mental 
Health Commission, 2006:22).   
 
The benefits of collaboration amongst members of the multi-professional team who present a 
therapy programme for adolescents are: 
• peer support, especially when dealing with a difficult adolescent patient (Mental Health 
Commission, 2006:11-13).   
• sharing of the workload, as the task will be divided fairly amongst all the team members 
(Mental Health Commission, 2006:11-13).   
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• skills acquisition from other members of the multi-professional team leading to the 
professional enrichment of each profession (Mental Health Commission, 2006:11-13).   
• peer review of case work that could take place at team meetings as a result of 
collaboration (Mental Health Commission, Mental Health Commission, 2006:11-13).   
• co-ordination of the therapy programme and no duplication of therapy to save time and 
expenses (Mental Health Commission, 2006:11-13).   
• collaboration amongst team members to increase the sharing of information amongst 
team members (Mental Health Commission, 2006:11-13).    
4.6.4.4 Outcomes • The members of the multi-professional team will have clear guidelines with regard to 
their roles and functions in the therapy programme. 
• Each profession will be responsible for performing their unique professional roles and  
there will also be generic roles that the team members will share across the disciplines. 
• There will be a team leader that will ensure that the team members collaborate and who 
will oversee that overall functioning of the programme.  
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4.7 CONCLUSION 
It can be concluded that there is a very real need for tailored therapy programmes for 
adolescents who are admitted to psychiatric hospitals in order to address their mental 
health needs.  They should be treated in an adolescent-friendly environment that focuses 
both on physical safety as well as aesthetics aspects.  The programme should be structured 
yet flexible too so that adolescent’s personal freedom is not clamped down unnecessarily. 
More research should be conducted in order to ascertain which evidence-based therapies 
should be included in a therapy programme for adolescents.  This study also highlighted the 
importance of collaboration amongst members of the multi-professional team.  A therapy 
programme for adolescents requires a team approach by various health care professionals.    
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From: Morton, David (Mr) (Summerstrand Campus North)  
Sent: 22 March 2012 03:06 PM 
To: zonwabele.merile@impilo.ecprov.gov.za 
Cc: Smith, Lourett (Ms) (Summerstrand, North Campus) 
Subject: FW: Request for permission to conduct research 
 
Dear Mr Merile 
 
Re: Nelson Mandela Metropolitan University Research Project 
 
Please see the attachments indicating the details of a research project that a staff member, Ms 
Lourett Smith of the NMMU Department of Nursing Science wishes to undertake. 
 
She has already received ethical approval from the NMMU’s Faculty of Health’s Research, 
Technology and Innovation Committee. 
 
She is now seeking ethical approval from the Department of Health. 
 
Thanking you. 
 
Kind regards, 
David 
 
David Morton 
Research coordinator 
Department of Nursing Science 
North Campus 
Tel: +27 (0)41 504 2959 
Fax: +27 (0)41 504 2616 
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NELSON MANDELA METROPOLITAN UNIVERSITY 
INFORMATION AND INFORMED CONSENT FORM 
 
 
RESEARCHER’S DETAILS 
Title of the research project Guidelines for the development of a therapeutic programme to address the mental health needs of adolescents being treated in a psychiatric hospital 
Reference number  
Principal investigator Ms L. Smith 
Address 102 Hudson Street, Newton Park, Port Elizabeth. 
Postal Code 6045 
Contact telephone number 
(private numbers not advisable) 041 5041403 
 
A. DECLARATION BY OR ON BEHALF OF PARTICIPANT  Initial 
I, the participant and the 
undersigned 
 
(full names) 
  
ID number  
OR  
I, in my capacity as (parent or guardian) 
of the participant (full names) 
ID number  
Address (of participant)  
 
A.1 HEREBY CONFIRM AS FOLLOWS:  Initial 
I, the participant, was invited to participate in the above-mentioned research project   
that is being undertaken by Ms L Smith 
from Department Nursing Science 
of the Nelson Mandela Metropolitan University. 
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 THE FOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME, THE PARTICIPANT:  Initial 
2.1 Aim:   
The investigator is studying: 
The perceptions of mental health professionals working in psychiatric 
hospitals or who are referring patients for admission, regarding the 
content that should be included for a therapeutic programme for 
adolescents. 
  
  
The information will be used to/for: 
 
Developing guidelines for a therapeutic programme to address the 
mental health needs of adolescents in a psychiatric hospital. 
2.2 Procedures:   
 
I understand that I will be interviewed and that the interview will be 
recorded with the use of a digital recorder. 
 
  
2.3 Risks: None   
2.4 Possible benefits:   
As a result of my participation in this study, the researcher will be 
informed what the perceptions of the mental health professionals are 
regarding a therapy programme for adolescents who are admitted to 
a psychiatric hospital. 
  
2.5 Confidentiality:   My identity will not be revealed in any discussion, description or scientific publications by the investigators. 
  
2.6 Voluntary participation / refusal / discontinuation: 
My participation is voluntary YES NO   
My decision whether or not to participate 
will in no way affect my present or future 
care / employment / lifestyle. 
TRUE FALSE 
 
3. THE INFORMATION ABOVE WAS EXPLAINED TO ME/THE PARTICIPANT BY:  Initial 
(name of relevant person)   
in Afrikaans  English  Xhosa  Other  
and I am in command of this language, or it was satisfactorily translated to me by 
 
I was given the opportunity to ask questions and all these questions were answered satisfactorily. 
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4. No pressure was exerted on me to consent to participation and I understand that I may withdraw at any stage without penalization. 
  
 
5. Participation in this study will not result in any additional cost to me.   
 
A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED PROJECT: 
Signed/confirmed at  on  2012 
 
 
 
 
 
Signature or right thumb print of participant 
Signature of witness: 
Full name of witness: 
 
B. STATEMENT BY OR ON BEHALF OF INVESTIGATOR(S) 
I,  Ms L Smith declare that: 
1.  
I have explained the information given in this document to (name of patient/participant) 
and / or his / her representative (name of representative) 
2. He / she was encouraged and given ample time to ask me any questions; 
3. 
This conversation was conducted in Afrikaans  English  Xhosa  Other  
And no translator was used OR this conversation was translated into 
(language)  by  
4. I have detached Section D and handed it to the participant YES NO 
Signed/confirmed at  on  2012 
Signature of interviewer 
Signature of witness: 
Full name of witness: 
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C. DECLARATION BY TRANSLATOR (WHEN APPLICABLE) 
I,   
ID number  
Qualifications and/or  
Current employment  
confirm that I: 
1. Translated the contents of this document from English into (language) 
2. Also translated questions posed by   as well as the answers given by the investigator/representative; 
3. Conveyed a factually correct version of what was related to me. 
Signed/confirmed at  on  20 
I hereby declare that all information acquired by me for the purposes of this study will be kept confidential. 
Signature of translator 
Signature of witness: 
Full name of witness: 
 
D. IMPORTANT MESSAGE TO PATIENT/REPRESENTATIVE OF PARTICIPANT 
 
Dear participant/representative of the participant 
 
Thank you for your/the participant’s participation in this study.  Should, at any time during the study: 
 
- an emergency arise as a result of the research, or 
- you require any further information with regard to the study, or 
- the following occur 
 
 
Should you feel that you are unhappy/sad or unable to cope following the interview, or worried for any 
reason please contact the researcher. 
 
 
 
 (indicate any circumstances which should be reported to the investigator) 
 
Kindly contact Ms L Smith 
at telephone number 041 504 2959  
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Faculty of Health Sciences 
Department of Nursing Science 
Tel: +27 (0)41 504-1403 Fax: +27 (0)41-504-2616 
22 February 2012 
Contact person:  Ms L Smith 
 
Dear Participant 
 
You are being asked to participate in a research study.  I will provide you with the necessary 
information to assist you to understand the study and explain what will be expected of you 
(participant). These guidelines will include the risks, benefits, and your rights as a study subject.  
Please feel free to ask the researcher to clarify anything that is not clear to you.   
 
Problem identified:  
There is no adolescent in-patient treatment facility in the Nelson Mandela Bay providing 
psychiatric care to adolescents. The result is that these patients are admitted to psychiatric 
hospitals which caters only for the needs of adult patients.  Adolescents requires special care 
which differs from the psychiatric care provided to adults. 
 
Objectives for the study:  
To explore and describe the perceptions of mental health care professionals regarding the content 
that should be included in a therapeutic programme for adolescents.  To develop a guideline for 
an in-patient therapy  programme for adolescents that could be implemented in psychiatric 
hospitals in the Nelson Mandela Bay. 
 
Proposed methodology:  
The proposed study will follow a qualitative, exploratory, descriptive design. Purposive sampling 
will be utilized which means that only certain people will be asked to participate in the study.  
Interviews will be conducted with participants in order to collect information regarding the 
content that should be included in an in-patient therapy programme for adolescents who are 
experiencing mental health problems.  The interviews will be recorded and transcribed and kept 
safe.  The data will be kept strictly confidential at all times. 
 
To participate, it will be required of participants to provide a written consent that will include your 
signature, date and initials to verify that you understand and agree to the conditions. 
 
• PO Box 77000 •  Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 •  South Africa •  www.nmmu.ac.za 
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Participants have the right to query concerns regarding the study at any time. Immediately report 
any new problems during the study, to the researcher.  Telephone numbers of the researcher are 
provided.  Please feel free to call these numbers.    
Furthermore, it is important that you are aware of the fact that the ethical integrity of the study 
has been approved by the Faculty Research Technology and Innovation Committee (FRTI) of the 
university. The FRTI consists of a group of independent experts that has the responsibility to 
ensure that the rights and welfare of participants in research are protected and that studies are 
conducted in an ethical manner.  Studies cannot be conducted without FRTI approval.  Queries 
with regard to your rights as a research subject can be directed to the Faculty Research 
Technology and Innovation Committee (FRTI), PO Box 77000, Nelson Mandela Metropolitan 
University, Port Elizabeth, 6031. 
 
Participation in research is completely voluntary.  You are not obliged to take part in any research.   
If you do partake, you have the right to withdraw at any given time, during the study without 
penalty or loss of benefits.   
 
Although your identity will at all times remain confidential, the results of the research study may 
be presented at scientific conferences or in specialist publications.  
 
This informed consent statement has been prepared in compliance with current statutory 
guidelines. 
 
Yours sincerely, 
 
Ms L Smith 
 
Student number:  s209062382 
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